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FOREWORD 



As part of the Highway Safety Program Manual, this volume is designed 
to provide guidance to State and local governments on preferred highway 
safety practices. Volumes comprising the Manual are: 
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Planning and Administration 


1. 


Periodic Motor Vehicle Inspection 


2. 


Motor Vehicle Registration 


3. 


Motorcycle Safety 


4. 


Driver Education 


5. 


Driver Licensing 


6. 


Codes and Laws 


7. 


Traffic Courts 


8. 


Alcohol in Relation to Highway Safety 
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Identification and Surveillance of Accident Locations 


10. 


Traffic Records 


11. 


Emergency Medical Services 


*t2. 


Highway Design, Construction, and Pvlaintenance 


*13. 


Traffic Control Devices 


**14. 


Pedestrian Safety 


15. 


Police Traffic Service? 


16. 


Debris Hazard Control and Cleanup 


17. 


Pupil Transportation Safety 


18. 


Accident Investigation and Reporting 



The volumes of the Manual supplement the Highway Safety Program 
Standards and present additional information to assist State and local 
agencies in implementing their highway safety programs. 

The content of the volumes is based on the best knovvledge currently 
available. As research and operating experience provide new insights 
and information, the Manual will be updated. 

The volumes of the Highway Safety Program Manual deal with preferred 
highway safety practice and in no way commit the Department of Trans- 
portation to funding an j'^ particular program or project. 



^Administered by the Federal Highway Administration. 
** Administered jointly by the National Highway Traffic Safety 
Administration and the Federal Highway Administration. 
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Many expert organizations and individuals at all levels of government 
and in the private sector contributed heavily in the preparation of the 
volumes of the Manual. The Department appreciates greatly this help 
in furthering the national program for improving highway safety for 
all Americans. 

This volume is a complete revision of Volume 11 dated January 17, 
1969 which is superseded and incorporates material from the following 
documents which are also supersede ' and cancelled: NHTSA Order 
960-4 of February 26, 1971, "Supplement 1 to Volume 11, " as well as 
"Change 1 of June 24, 1971;" "Change 2 of April 20, 1972;" and 
"Change 3 of October 10, 1972;" NHTSA Order 900-9 of January 9, 1973, 
"Certificate of Completion of NHTSA Training Courses;" OSDI Memo 
of April 16, 1973, "Emergency Room Survey^;" and TSP Memo of 
June 4, 1973, "Review and Approval of Comprehensive EMS Plans. " 
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separately as Appendix ^^Communications Plan. " 
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INTRODUCTION 
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A. Many of those injured in highway crashes die needlessly or are 
permanently disabled because they do not receive prompt and 
proper emergency care. However, through the efforts of the 
NHTSA/EMS program more areas of the United States now have 
improved emergency medical services. In many areas there 
is now improved planning for emergency logistics, communica- 
tions, and transportation facilities, and present services are 
improving management. Ambulance operators, drivers, and 
attendants are becoming more skilled in emergency care and 
are required in most parts of the country to carry adequate 
equipment in their vehicles. More hospitals and ambulances 
have radio or other direct communications links either with 
each other or with {Police radio communication systems. Heli- 
copters are more frequently employed, and landing pads are 
becoming more prominent at an increasing number of hospitals 
throughout the United States. It is imperative that highway and 
other Emergency Medical Services* continue to be improved 
throughout the nation. 



^Throughout this document, the term "Emergency Medical Services'* (EMS) 
connotes the complete system of emergency care provided for in Highway 
Safety Program Standard 11, including first aid given by bystanders; emer- 
gency care rendered by specially trained Emergency Medical Technicians 
or other personnel; and medical care render 'sd by physicians or qualified 
personnel under their direct supervision. Although the care rendered by 
laymen may be referred to under the term emergency medical services, " 
it is not implied that their care is medical in the professional sense. 
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B. The Highway Safety Act of 1966 was passed by the 89th Congress 
and approved by the President only after searching inquiry by the 
Senate and House of Representatives and considerable public dis- 
cussion of the many important issues involved. Emergency med- 
ical services for persons injured in highway crashes was one 
such issue. In favorably reporting the Highway Safety bill to the 
House of Representatives, the House Committee on Public Works 
said: 

"When accidents occur, it is essential that every available 
resource be mobilized to save lives, lessen the severity of 
injuries, protect property, and restore the movement of 
traffic. An essential part of the State safety program 
should be the development of emergency facilities system. 
This will require the advice and services of experts^ and 
personnel in medicine, law, engineering, communications 
and law enforcement, at a minimum. 

II. PURPOSE 

A. The purpose of an Emergency Medical Services (EMS) Program 
is to ensure that victims of traffic crashes receive prompt and 
adequate emergency care. Such a program involves a compre- 
hensive EMS system which includes the necessary emergency 
equipment, manpower, and facilities. 

B. The Department of Transportation (DOT) recognizes that EMS 
in support of the needs of highway accident victims represents 
only one of several demands placed on an EMS system. There- 
fore, there has been a serious attempt to design an EMS High- 
way Safety Program wnich assures Statejr the degree of flexi- 
bility necessary to upgrade their total EMS system to serve 
these varied needs. 

III. SPECIFIC OBJECTIVES 

A. A comprehensive EMS system should have the capability to: 

1. Provide prompt identification and response to crashes under 
a range of emergency conditions. 



*H. Rept. 1700, 89th Congress, 2d Session, p. 19. 
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2. Sustain and prolong life through proper first aid ard emer- 
gency care measures, both at the scene and in transit. 

3. Provide the coordination, transportation, and communica- 
tions necessary to bring the injured person and definitive 
medical care together in the shortest practicable time, 
without simultaneously creating additional hazards. 

Achievement of these specific objectives requires that each State 
undertake the following: 

1. Comprehensive EMS planning. 

2. Encouragement and active support in the development of 
cooperation by local governmental, private, and voluntary 
organizations in determining areas of responsibility, manage- 
ment of communications, dispatching emergency personnel 
and equipment, and effecting mutual support agreements 
between contiguous jurisdictions, 

3. Development of performance standards and criti era suited 
to the needs and resources of each State. 

4. Adoption of personnel selection, training, and licensing 
standards 'based on performance. 

5. Adoption of equipment standards. 

6. Periodic review and evaluation of Statewide emergency 
medical services to identify needed improvements, to 
establish action programs to help solve these needs, and 
to help meet requirements posed by Standard 11. 
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Highway Safety Program Standard 11, Emergency Medical Services, 
which is contained inside the front cover of this volume, was issued by 
the Secretary of Transportation under the authority contained in Chapter 4 
of Title 23, U. S. C. (hereinafter referred to as the Highway Safety Act of 
1966) on June 27, 1967. Section 402(a) of Title 23 states that: 

"Each State sha?l have a highway safety program approved 
by the Secretary, designed to reduce traffic accidents and 
deaths, injuries . . . resulting therefrom. Such programs 
shall be in accordance with uniform Standards promulgated 
by the Secretary . , , such uniform. standards shall include 
. • . emergency services. " 

This standard also appears in Appendix A with mandatory implementation 
guidelines listed for each part of the standard. 



• 
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INTRODUCTION 



A. It is the general policy of the Department of Transportation 
(DOT) that emergency medical services should be available 
in each State to assure that prompt and adequate emergency 
care is administered to all individuals in nesd of such care. 

B. Although DOT recognizes that each State must itself deter- 
mine the level and types of emergency medical services to 
be established within its jurisdiction, it urges States to 
analyze carefully the level and type of services currently 
provided and be cor.otantly alert to potential improvements 
in the State program that will help in reaching the national 
goal of "minimizing disability and saving human life. 



II. 



POLICIES 



The following are specific policies of the DOT relative to the 
EMS program: 

A. Factors such as population, population densities, popula- 
tion dispersal, topography, miles of highway, existing 
emergency medical services, and financial resources sug- 
gest that each State must determine the specific objectives 
of its own EMS program. The establishment of these ob- 
jectives is prerequisite to the development of a Statewide 
EMS program plan. 
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B. Each State should evaluate existing State laws and regulations 
relative to Highway Safety Standard 11 and undertake a sur- 
vey of existing EMS systems operations prior to establish- 
ment of their specific EMS objectives. 

C. State EMS objectives should be established with maximum 
participation of those organizations and individuals who will 
be depended upon to meet them. This should include all EMS 
resources in the State, both public and private. 

D. Statewide EMS should b*- • ' as a public utility or service 
subject to certain requ ^ si.,^ and regulations which may 
even include public management and State technical and 
financial assistance. 

E. Provision of EMS should not result in destructive competi- 
tion; franchising should^be considered in each response area 
to the extent required to help meet overall Statewide objec- 
tives. Private services should be viewed as a part of the 
total EMS resources and included in the process of system 
development and upgrading. 

F. Agreemen^^i specifying jurisdictional responsibilities and 
interjurisdictional assistance should be encouraged. 

G. Effective channels of communication should be established 
between State and local EMS officials (including private and 
voluntary organizations) for purposes of technical assistance 
and reporting. 

H. Local EMS policy committees should be established to sup- 
port development of State EMS plans and programs at the 
community level. 

I. Federal funds will not be used for designing or developing 
new training courses for ambulance drivers and technicians 
when such courses have already been developed and made 
available by DOT. 

J. Federal funds will not be used for designing or developing 
new survey forms or questionnaires for determining State 
and community EMS resources* 
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Insurance coverage should be provided for vehicles and per- 
' sonnel in accordance with applicable State and community 
practice. 



L. It is imperative to include emergency medical care training 
for dispatcher personnel. In this regard, a competence i'l 
the medical vernacular associated with medical emergencies 
is considered mandatory for effective functioning. This com- * 
petence is also considered vital for law enforcement officers, 
firemen and others whose duties bring them in frequent con- 
tact with medical emergencies. 

IIL QUESTIONS AND ANSWERS 

The following are frequently asked questions about the DOT/EMS 
program. The responses constitute the policy relating to the 
subject matter of the question. 

• What requirements does the Highway Safety Act place upon the 
States ? 

The Highways Safety Act of 1966 requires that States have a 
highway safety program developed in accordance with uniform 
standards promulgated by the Secretary of Transportation. 
Standard 11 entitled:'' Emergency Medical Services'' broadly 
outlines the elements of content required in that part of a Staters 
program. The purpose of this standard is to improve the life- 
saving capability of emergency medical services through per- 
sonnel training, proper equipment, communications, opera- 
tional coordination, and comprehensive planning at both the 
State and local levels. 

Pursuant to the above, additional mandatory guidelines were 
published in Supplement 1 to Volume 11, "Emergency Medical 
Services, " of the Highway Safety Program Manual, with 
changes. This Supplement made reference to the Ambulance 
Design Criteria which is a mandatory guideline. These were 
developed and published for amplification and clarification. 
This was also done to ensure that the best known resources- 
knowledge, tecimiques, and equipment— were being brought to 
bear on the victim of an emergency. The Supplement 1 guide- 
lines have been incorporated in this volume in Chapters IV, 
VIII and Appendix A. 
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How does Federal funding apply to the program? 

Section 402 of the Act provides funding assistance to States for 
the conduct of their highway safety programs. These funds 
may be used for political subdivision emergency medical serv- 
ices projects within the framework of an overall State highway 
safety program, which encompasses all eighteen areas of high- 
way safety covered by Federal standards. Project application 
by a political subdivision under Section 402 must be made to 
the State to be considered for inclusion in the State program. 
Direct assistance to political subdivisions is not possible, since 
all funds available under this section of the Act are apportioned 
for use by the States, Details on this potential source of aid 
are available through the Governor's representative for highway 
safety. 

Does the Federal Government specify types of ambulance 
services? 

In providing general guidance to the States relative to imple- 
mentation of Standard U, the Department of Transportation 
recommends that the availability of such service be of equal 
concern to local government as other municipal services, such 
as fire and police. The provision of emergency medical services 
is essentially a local or community matter, arid the Highway 
Safety Act does not insert the Federal Government into a role 
of specifying what type of ambulance service should^be pro- 
vided-^commercial, volunteer, or governmental. The intent 
of the Act, however, is to upgrade emergency medical services 
nationwide, leaving the particulars of local operation at the 
community level where needs can best be determined. 

Should different guidelines apply to rural and urban areas ? 

The quality of service rendered to the victim of an emergency 
must not be a variable, subject to negotiation from community 
to community. The gui^delines that have been published are 
considered minimal and appropriate for all who render emer- 
gency care. It does not seem practical to make exceptions 
and deprive some of lifesaving and life-sustaining care merely 
because they happen to live in a small community. Highway 
death rates in rural areas have exceeded those of the urban 
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areas by 70 percent. Trauma centers and emergency rooms 
are of little value to the victim who has expired due to lack of 
proper care at the onset of the emergency or in transit to the 
facility. Quality of service rather than speed in transit is 
being emphasized. 

What has been the status of ambulance service? 

This has been a variable with a number of urban areas having 
had service which was quite good although perhaps sometimes 
lacking in training for lifesaving and sustaining care. Many 
sections of the country have been, and are, dependent upon, 
ambulance service that provides, almost exclusively, a trans - 
portation service with little or no victim-care capability. 

There has been a nationwide trend toward discontinuance of 
ambulance services by funeral directors predominately for 
economic reasons. Although this economic condition developed 
over some period of time, it was made more acute by the en- 
actment of the Fair Labor Standards Act and Medicare, both 
prior to the Highway Safety Act. The goal of the Department 
pursuant to the Highway Safety Act and the Emergency Medical 
Services Standard has been to upgrade and prof essionalize the 
anibulance field, enhance its life -sustaining quality, and en- 
courage its establishment where it does not now exist. The 
program, however, is the Governor's responsibility. 

What has been the Department's view toward upgrading? 

With regard to upgrading, it is the view of the Department that 
the ambulance attendant or technician does not properly fall 
into the category of unskilled labor as has tended to be the 
practice. Rather, this should be a person highly trained and 
skilled in both lifesaving and life -sustaining techniques. For 
this reason, it is believed that the status of the ambulance at- 
tendant should be accorded as much consideration as that of 
the barber, beautician, or plumber relative to training and 
licensing. To support such a service capability, a list of es- 
sential equipment for ambulances was drawn up by the Ameri- 
can College of Surgeons. This list of equipment is minimal, 
but considered essential to support the lifesaving and life- 
sustaining procedures referred to above. With the assistance 
of the National Academy of Sciences and Dunlap & Associates, 



III -5 



a Basic Training Course (81 hour) was developed along with a 
Refresher Course, A job description was devel<"ped at this 
time in conjunction with medical authorities, A Communica- 
tions Manual and Dispatcher Training Course have been de- 
veloped and published. AH of the above are available. An 
Extrication Course has been developed, and an Advanced 
Course (480 hour) is being pilot -tested. Additionally, a com- 
mittee of professionals from the fields of medicine, safety, 
industry, engineering, human -factors psychology, ambulance 
services, and others, developed the Ambulance Design Criteria 
which is published and also available. This document has been 
translated into Federal Specifications in a joint effort between 
DOT and the General Services Administration. 



What is the Department's position on State EMS legislation? 

In view-of widespread national deficiencies in emergency 
medical services, it seems incongruous to think of upgrading 
the basic provisions of State legislation or other forms of 
requirement or to evade enactnient of legislation which sets 
out to ensure adequate emergency ambulance service for the 
sick and injured. -The intent of the Highv/ay Safety Act is to 
upgrade ambulance service hatiohwide by irhprdvihg training, 
organization, and equipment. For example, DOT views lie ens 
ing and certification as appropriate tools for a State to use to 
ensure that a desired level of competence is both -achieved and 
maintamed in this very significant field of human service an d= 
concern. The Department finds it difficult to believe that the 
seriously ill or injured person is interested only in rapid 
transit at a time when his life is ebbing away but could^be 
sustained with proper care. There is a need to preclude 
avoidable death and permanent injury either at the scene, in 
transit or upon arrival at the hospital. 

Is there a requirement for States to develop a Comprehensive 
EMS Plan ? 

In accordance with Section VII of the standard. States must 
develop a comprehensive plan which, among other things, 
identifies resources, deficiencies, area characteristics and 
exhibits programmed implementation and standards achieve- 
ment. An outline has been provided to the States to develop 
this plan. See Appendix O. 
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Can Federally-funded ambulances be leased to private am- 
bulance companies? 

The following sets forth policy relative to the leasing of am- 
bulances, obtained by political subdivisions with Federal funds, 
to a private ambulance company and limitations relating thereto. 

Regarding leasing, a political subdivision may lease a vehicle 
(ambulance) purchased with Federal funds to a private ambulance 
company for specified services to be performed by the com- 
pany. Title to the vehicle would remain with the lessor. 

As to limitations, these would be dependent upon the agreement 
for service as set forth in the contract between the political 
subdivision and the private company. Once the vehicle is leased 
to the company, it becomes a part of the company's fleet and 
may be used in the ordinary course of the company's business. 
The company's obHgation to the lessor would be determined 
by the contract for service, and it is assumed that the addi- 
tional vehicle would insure the company's ability to satisfy the 
contract for service, irrespective of the vehicle used. It would 
be expected, however, that the leasing company would meet 
the standards for service— training, vehicles, equipment, 
ava .lability— set forth by the leasing agency, whether using the 
leased vehicle or another. It is not necessary to restrict the 
leased vehicle to only those calls which satisfy the contract for 
highway-related responses, -so long as that vehicle and per- 
sonnel which do respond satisfy the standards set forth by the 
contracting governmental-agency. Appendix M to Volume 11 
(Emergency Medical Services) of the Highway Safety Program 
Manual entitled Sample Contractual Agreement for Ambulance 
Service" provides a guide to development of such an arrange- 
ment.- 



An extrication course was mentioned. Is extrication by am- 
bulance attendants being advocated? 

The States have been provided a list of access and extrication 
equipment that should be carried by an ambulance if a rescue 
vehicle does not accompany an ambulance on every- accident 
call. The list of access and extrication equipment is identified 
by the American College of Surgeons in their May 1970 Bulletin. 
Ambulances are being required to provide space for this 
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equipment. While it is considered preferable that someone 
other than an emergency medical technician (EMT) be trained 
and equipped to perform the actual extrication work, this can- 
not be counted upon in all parts of the country. 

Can State and county institutions be treated as political sub- 
divisions in this program? 

State or county institutions cannot be considered political sub- 
divisions. Ratjaer, they must be treated as agencies of the 
particular level of government to which they are subordinate 
and from whom they receive their support. Therefore, a State 
University could be provided funds to expend for highway safety 
as an agent of the State Government. The funds so expended 
could not be credited to the 40 percent allocation of funds re- 
quired by the Act to political subdivisions. 

On the other hand, a county hospital could spend highway safety 
funds as an agent of the county and these funds could be credited 
to the State's 40 percent allocation to political subdivisions. 

Can 402 funds be used for survey/inventory of emergency rooms 
throughout the State under the NHTSA/ EMS program? 

Response to this question must be made from the standpoint of 
the basic purpose of the survey and/or inventory. If the pur- 
pose is to make an in-depth analysis of numbers, distribution, 
and capabilities to support a program of development and up- 
grading, then the matter is out of the realm of NHTSA cogni- 
zance arid support. On the other hand there is an inter est in 
emergency rooms on the part of the planners for emergency 
care and transportation of the sick and injured. There is a 
need here to know in more general terms— the locations, dis- 
tribution, and capabilities of hospital emergency rooms. To 
this extent, there is an NHTSA interest. 

Therefore, it can be concluded that any NHTSA/ EMS planning 
must take cognizance of emergency room existence as to num- 
bers, locations, and service capabilities to achieve EMS sys- 
tem development. Any survey and/or inventory which sets out 
to tabulate emergency care and transportation resources may 
also include a tabulation of emergency room information to the 
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extent alluded to above. This is viewed as appropriate and sup- 
portable in order that the NHTSA/EMS planner has a clear under- 
standing of his problem which is specifically emergency care 
at the scene and transit to an emergency room. 

A requirement was stated for the development of a State Com- 
prehensive EMS plan. What is the sequence of events this 
must follow for approval? 

The sequence of events followed on the Comprehensive EMS 
Plan is basically the same as for all other highway safety pro- 
gram plan development. FIRST - the plan must be developed 
and, of necessity, satisfy appropriate State authorities as to 
adequacy of content and completeness. SECONDLY - this docu- 
ment, with evidence of State approval, is then forwarded to the 
Regional Office where initial Federal review takes place, with 
comments and recommendations being made preparatory to 
final approval. FINALLY " the document is forwarded to national 
headquarters for technical review, appropriate comment and/or 
recommendation, and reconciliation of any remaining issues 
prior to final approval by the Regional Administrator. 

What 402 funding restrictions and= deadlines may be applied to 
EMS plan development by NHTSA and how may these be ad- 
ministered by the Regional Administrator ? 

NHTSA may set deadlines for total plan submissions or for 
portions thereof and also establish funding restrictions relating 
thereto. Relative to any deadline and restrictions established 
by TSP Order, it is the prerogative of the JRegional Administra- 
tor in any appropriate case to judge the extent to which extenu- 
ating and mitigating circumstances justify continued funding 
beyond the deadline and restrictions while plan -development 
progresses to final-approval. The view is held by NHTSA 
that in any case, funding for EMT training and related ACOS 
equipment should continue for the benefit of continued program 
development. This in no way is to suggest that the urgency and 
critical need for Comprehensive EMS Plan development for 
proper Standard implementation is in any way diminished or 
degraded— nor is the plan to be unduly delayed for spurious 
reasons. 
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• It is recognized that a program for implementation of the 
standards published under the Highway Safety Act of 1966 as 
amended is the responsibility of the Governor. Does this 
legislated mandate for responsibility and action extend-beyond 
the Governor or those directly responsible to him? 

The provision in the Highway Safety Act of 1966, as amended, 
that the Governor shall be responsible for administration of 
the program was not a unilateral mandate but, rather, a man- 
date to the State, Consequently, all pertinent parts of the 
State Government, as well as the citizenry of the State, are 
included in- having responsibility under the mandate from Con- 
gress to carry out the program. Therefore, the actions or in- 
' actions of any one of the above can bear favorably or unfavorably 
upon the State's total program effort and subject the State to 
either commendation or censure. We do not believe that Con- 
gress intended to limit the actions necessary for the State to 
implement the program to only those under the direct control 
of the Governor, The legislature, for example^ shares respon- 
sibility for the program with the Governor . In the Depart - 
ment's view the failure of the legislature to enact essential 
legislation represents a decision by the citizens of the State, 
through their elected representatives, not to implement the 
program and, therefore, to accept reductions in Federal funds. 
Therefore, it is imperative for the whole of the State to assume 
responsibility for assuring an effective and total highway safety 
program. This includes timely implementation of program 
elements required by the national standards. 
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I. INTRODUCTION 

Improvement in existing EMS systems is essential if the goals 
of minimizing fatalities and.decreasing the consequences of 
injuries on the nation's highways are to be met. Responsibility 
for the provision of emergency medical services in many com 
munities often lacks coordination and results in a fragmented, 
ineffective EMS system. TMs lack of coordination and central 
responsibility for EMS contributes to unnecessary suffering and 
even death to victims of crashes. 

B. The proper relationships between the various services and 
agencies commonly involved in EMS situations, i.e., rescue 
agencies, ambulance services, hospital emergency depart- 
ments, and law enforcement, should be established to ensure 
that all of the resources necessary for prompt application of 
definitive medical car e to injured per sons are activated. 
Gommunications is a vital element in making such resource 
management possible. A variety of approaches can be taken 
at the State and local level to develop a coordinated and effec- 
tive EMS system, provided all of the required functions are 
given adequate consideration. 
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In establishing a viable EMS system, private, volunteer or 
municipal systems may be considered.* The most practical 
approach will depend upon several factors including: 

1. Economic feasibility of operation by private enterprise. 

2. Geography and size of area. 

3. Capabilities of existing institutional resources, e. g. , police, 
fire department, hospital, etc. 

4. Population distribution. 

5. Possibility of volunteer resources, e. g. , funds, manpower, 
donations, etc. 

D. The interrelationships between the EMS system functions and 
supporting components are illustrated by Exhibits I and II. 
Exhibit I describes a simple highway crash incident where 
single vehicle, injury, and ambulance interrelationships are 
described in sequence and the corresponding functions identified. 
Exhibit II deals with a more complex accident involving multiple 
vehicles, injuries, ambulances, and: hospitals. Reference will 
be made to these figures in describing the EMS system functions 
and supporting components. 

II. EMS SYSTEM FUNCTIONS 

A. The sequence of functions commonly associated with the EMS 
system**, illustrated in Exhibit III, are as follows: 

1. Detecting and locating the incident. 

2. Reporting the incident. 

3. Dispatching ambulances and public safety vehicles and 
altering emergency care facilities. 



*Appendix J lists selected EMS syste?ns which may be adaptable for 
local use. 

**Sometimes the same function is provided by more than one component. 
For example, first aid may be given by a^'passerby" who first detects 
ah injury and by a law enforcement officer who commonly arrives next 
at the scene. 
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EXHIBIT I 
SIMPLE INCIDENT 



Communicof ions Cenfer 

DISPATCH 

REPORT ^ ITT \" [T] 




Hosp. X 
ADMIT 



FIRST AID 



TIME SEQUENCE DESCRIPTION 01- INCIDENTS 



Pedestrian and vehicle collide. 

Driver calK police, "Accident, need ambulance." 

Police notify communications center and dispatch patrol car. 

Comm. center dispatches ambulance and notifies hospital. 

Ambuianco personnel render emergency care and transfer and admit 

to selected hospital. 



EMS SYSTEM FUNCTIONS 



Detection & Reporting 
Reporting & Dispa telling 
Dispatching 

Dncrgcncy Care, Transfer & Admission 
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EXHIBIT II 
COMPLEX INCIDENT 



A Victims 



ADMIT 
Hosp.N 




Amb, Co. Z 



DISPATCH 
C bm m u ni c a t i o ns 
Center 



"Dry Run-Refused" 



TIME SEQUENCE DESCRIPTION OF INCIDENTS 

1. Vehicles A & B collide with rollover. 

2. Vehicle C, witness, proceeds to phone, **send ambulance." 

3. Within minutes, highway patrol (HP) "finds" accident - six victims, 
radios comm. center for 3 ambulances. 

4. Comm. center has already dispatched local police (LP)^ one ambulance 
(Co.Y). 

5. After HP call, comm. center dispatches 2 more ambulances from t\yo 
different cofnpanies (Y has one left, so Z is called in). 

5a. HP aids victims A & B. 
5b. LP arrives and aids other B victims. 

6. Ambulance Y l arrives, completes emergency care, extricates. victims 
and begins transfer. 

6a. Ambulance Yl requests alerting of Hospital M. 

7. Ambulance Z3 takes 2 B victims to Hospital N (Driver B insists) and 
requests alerting of Hospital N. 

8. Ambulance Y2 is refused by Driver B who drives 2 B victims to Hospital N. Transfer 

9. Debris removal equipment dispatched if not already at accident scene. 
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Lac. 

EMS SYSTEM FUNCTION 



Detection &iReporting 
Detection & Reporting 

Dispatehing 

Dispatching 

FirstrAid 
First Aid 

Emergency Care, Extrication, & Transfer 



EXHIBIT III 

SYSTEM FUNCTIONS AND 
PROGRAM EVALUATION RELATIONSHIPS 



(1) 



DETECT AND 
LOCATE INCIDENT 



(2) 



REPORT INCIDENT 



(3) 

DISPATCH AMBULANCE 




REMOVE DEBRIS 





(4) 



DRIVE AMBULANCE 



RESTORE-TRAFFIC 



I- 



(5) RENDER 

EMERGENCV CARE 



INVESTIGATECRASH 



h - - - - - 



f- 



(6) 



EXTRICATE INJURED 



(7) 



TRANSFER INJURED 



I 



<8) ADMIT INJURED 
TO HOSPITAL 



r 



PROVIDE DEFINITIVE 
MEDICAL CARE 
(HOSPITAL) 



L 



EVALUATE 
EMS SYSTEMS 



PROGRAM REPORTS 



-ftN- RECOMMENDED RESEARCH 
OPERATING GUIDANCE 



Numbered functions (1 through 8) pertain to the EMS System 



* Accident related functions 
Past EMS care 
EMS program responsibility 
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4. Driving ambulance(s) to the crash scene, 

5. Rendering emergency care to the victims, 

6. Extricating victims from the damaged vehicles, if required. 

7. Transferring irxjured persons to the hospital and adminis- 
tering emergency care while en route, 

8. Admitting the injured to the emergency department of the 
hospital. 

The following paragraphs describe these typical functions in 
further detail, 

1. Detect and locate incident. 

a, A highway crash may b'e detected by a passing motorist, 
a law enforcement officer, a maintenance patrol, or a 
roadside observer. However, prompt detection of crashes 
is often delayed on rural and low -use roads and on major 
highways during periods of light traffic. In many urban 
areas, air patrols of major* highways are becoming 
common and provide prompt detection and reporting of 
highway crashes, particularly when they restrict or block 
traffic flow, 

b. On rural or seldom -traveled roads, a partial solution lu 
the detection problem is to alert travelers to look for off- 
road crash signs, such as broken guardrails, skidmarks 
leading off the road, etc, , so that detection delays of such 
crashes will be minimized, 

2. Report crash, 

a. Ideally, crash reporting should immediately follow detec- 
tion. This is accomplished when the reporting source has 
nearby access to either telephone or radio communication 
and knowledge of whom to call for assistance. Roadside 
communication instruments should either directly connect 
with EMS dispatcht-i s or have instructions on how to reach 
the nearest EMS dispatcher. On some urban area highways, 
the combination of frequent patrols by radio-equipped ve- 
hicles and centralized communication support and dispatching 
I 
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facilities ensures prompt reporting of highway crashes. 
Many areas, and particularly rural areas, have much 
less capability for accident reporting. 

b. Advanced highway reporting systems include roadside 
telephones. In one State they are free and spaced at 
l/2-mile intervals along each side for 55 miles; each 
telephone is connected to a State Police substation; each 
costs approximately $950 per instrument to install and 
has a monthly rental rate of $15. Sections of a perimeter 
highway around a major city are using emergency '^push- 
button'* signal boxes at regular intervals that signal for 
police, maintenance, and fire control response. Operating 
results to date indicate that voice call facilities are more 
satsifactory and may be less expensive if reasonable 
amortization is considered. 

c. The universal telephone number concept combines 

the management of response resources and a single area 
wide telephone number to these resources. It provides 
the means to promptly report incidents and to summon 
assistance. The telephone industry has recently niade 
the number "911" available for this purpose and progress 
is being made to implement its use nationwide. Lacking 
this, emergency numbers for each jurisdiction should be 
prominently displayed on each telephone. Visual signs 
are frequently a significant factor in facilitating prompt 
highway crash reporting. Signs should clearly indicate 
directions to nearest telephone. Portable signs carried 
by motorists for display on their vehicles which indicate 
the nature of the emergency, i. e, , "need medical aid, " 
"need mechanical aid, " etc. , are helpful in securing 
roadside assistance from both passing motorists and air 
patrols. An open hood or a white flag on the antenna has 
become recognized as a signal indicating a need for 
assistance. 

d. There are approximately 300, 000 citizens, nationwide, 
who have two-way radios for private and/or commercial 
use. Many of these are mobile units used on the highways 
and a number of organizations have been organized to use 
thi^ potential in lifesaving and law enforcement. Among 
these are REACT (Radio Emergency Associated Citizens* 
Team) with 50, 000 members in 1, 600 teams; HELP 
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(Highway Emergency Location Plan) sponsored by the 
Automobile Manufacturers Association, with several 
thousand members concerned primarily with assisting 
motorists; and CRW (Community Radio Watch) sponsored 
by Motorola, which claims 250, 000 members in 20, 000 
business organizations in more than 300 cities. These 
citizen -operated radios offer a potential in alerting 
authorities about highway crashes and require only good 
organization to be effective. 

e. States and jurisdictions should first consider optimizing 
existing resources for crash reporting, including the 
interconnection of existing communication networks and 
areawide standardization of emergency call procedures. 
The traveling public should be indoctrinated in the vital 
role they can play and the obligation they have in report- 
ing highway crashes. Roadside telephones (or radios) 
should be considered for installation in convenient, welif 
marked plac es . 

Dispatch ambulanc e . 

a. Dispatching may range from a complex communications 
center controlling police, fire, and other emergency 
functions to the handling of emergencies as a collateral 
duty by a local public safety agency. There are numerous 
operating examples which show that central dispatching 
and control of emergency operations such as EMS result 
in improved service and are generally more economical. 
In areas lacking central dispatching, confusion, duplica- 
tion, and poor service typically result. 

b, . Before establishing a central dispatching facility the 

various organizations involved must agree to abide by 
central control and coordination. After there is general 
agreement, the communication ties, physical center,, 
and operating procedures can be established to serve 
the entire community. 

0. In addition to sending the ambulanceCs) to the crash 

scene, the dispatcher should be trained to elicit medical 
information and be prepared to alert law enforcement, 
fire, and debris control personnel, if necessary. Each 
dispatcher should be connected by direct line telephone 
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to the area^s hospital emergency departments so that the 
most appropriate hospital can be selected and this informa- 
tion relayed to the ambulance driver. (Appropriateness of 
a hospital includes its ability to best handle the specific 
medical problems posed as a result of the particular crash 
or other situations to which a response is being made.) 
This action will initiate medical preparations prior to 
ambulance arrival. The dispatcher should also be able to 
provide a direct connection between the ambulance and 
medical personnel in the receiving hospital if medical ad- 
vice is needed while en route. 



d. EMS dispatching can be done in many ways. 

1) In many large cities the dispatching is done through 

the fire or police departments, particularly when emer- 
gency calls terminate at police or fire communication 
centers and these agencies also operate ambulances. 

2) In one large county with multiple urban centers, private 
ambulances under county contract are dispatched by the 
county dispatcher on emergency cases. 

3) In another large densely populated county one ambulance 
company has the franchise for the entire county and 
operates its own dispatching center in close cooperation 
with fire and police dispatchers. 

4) Since EMS systems support the community medical 
function, some dispatching centers are being collocated 
with hospitals. In many cases, emergency care as- 
pects are likely to be improved by such collocation. 

5) Command and control of the ambulance as opposed to 
strictly dispatching means that definitive instructions 
are provided to the ambulance by radio directing its 
movement and the actions of the emergency medical 
technicians. 

Dpr^e^ mb ulanc e . 

Usually a dispatcher, particularly one operating from a 
centralized facility, can provide special instructions to 

minimize driving time to the scene. It is important that 

\ 

IV-9 



30 



current street maps of the area served be available to the 
dispatcher. In urban areas street change reporting pro- 
cedures should be established to provide current routing 
information to the dispatcher. Each ambulance driver must 
be familiar with his area of operations. In remote areas it 
may be desirable for residents to supply detailed location 
instructions in advance for use by the ambulance driver. 
Certification of each driver for such knowledge is recom- 
mended. 

Render emergency care. 

a. Early and proper emergency care at the scene can reduce 
mortality. However, in many cases even the most re- 
sponsive EMS system may not permit ambulance tech- 
nicians to reach the scene in the first few minutes after 

a crash occurs. Trherefore> first aid in the initial critical 
minutes may =be given by those first on the scene. Public 
education programs, such as the American Red Cross 
program, **First Aid-on the Highways, may make a 
va^luable contribution in this regard. Properly trained 
ambulance personnel will initiate emergency care measures 
when they arrive. 

b. The question of the nature and amount of treatment that 
can be given by ambulance technicians is being redefined 
by the medical profession, since this is directly related 
to the level of training to be ^ven and the type of equip- 
ment to be carried. The minimum ambulance crew should 
be two persons, each withiadequate training in emtergency 
care. 

c. Sending one or more physicians to the scene of severe 
highway crashes .should be considered, to supervise the 
sorting and handling of victims by emergency care per- 
sonnel. This is often done in connection with industrial 
and natural disa.sters. Air transportation may be feasible 
in some circumstances. 

d. Properly constituted^^Good; Samaritan*' laws should be 
considered to protect persons giving first aid a.gainst 
unwarranted lawsuits* This should be done in concert 
with public education emphasizing the value of "Good 
Samaritan** a.ctipns. 
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e. All persons who may be called upon to render first aid 
in line of duty, other adults, and school children should 
be given opportunities to learn the fundamentals of first 
aid. The American Red Cross "Standard Course" and 
the U. S. Public Health Service "Medical Self -Help" 
training course are both suitable for this purpose. 

f. The emergency medical technician ambulance (EM'I'A) 
should be trained and provided with the necessary com- 
munications link to act as the physician'.s surrogate. 
The level of care provided by the EMTA will vary de- 
pending on the circumstances and interpretation of the 

State Medical Practices Acts" in the area. The com- 
munications link enables the physician to remotely provide 
medical advice. 




6. Extricate injured. 

a. Appropriate tools must be available to gain entry in the 
event vehicle doors do not open. 

b. First aid and/or emergency care may be necessary in 
severe injury cases i^rior to removal of the victim(s) 
from the vehicle(s). 

c. There are numerous instances of victims suffering per- 
manent disablement or death primarily from spinal cord 
damage resulting from improper removal from wreckage. 
Thoroughly trained ambulance and rescue squad personnel 
should be able to recognize situations which require special 
techniques and equipment before removal can be attempted. 
Specialized equipment (such as backboards) has been 
developed for removing spinal injury cases and should be 
carried in each ambulance. In addition, portable fire 
control equipment should be carried for fire suppression 
during extrication of the injured. 

d. Removal of the injured from the wreckage should be ac- 
complished by pass ersby or police only under extreme 
conditions. 

e. DOT is assessing and evaluating extrication methods and 
equipment in a study to recommend improvement. 
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7. Transfer injured. 

a En route communications are vital for notifying ambu- M 
' lance personnel of proper destination hospital and for 
obtaining medical advice. 

b The dispatch center should coordinate hospital selection, 
' at least in serious or critical cases, based on medical 
advice and on the location and status of available hospitals. 
In a number of cities all major hospital emergency depart- 
ments are on a "party" hot line and can be queried simul- 
taneously. The dispatcher should direct the ambulance to 
the selected hospital and then inform the hospital of the 
inbound cases and their condition: 

c The ambulance technicians will frequently require medical 
' advice from an emergency department physician while en 
route. This should be provided by relay or radio patch 
through the dispatcher, or radio^from abmulance to hos- 
pital. Proper on -scene stabiaisation and en route care 
will usually reduce the necessity for speed en route to the 
hospital and greatly enhance patient comfort. Gentle han- 
dling and smooth transport are of prime importance. 

d Telemetry of various vital functions, such as pulse and 
respiration, over relatively long distances can be of great 
assistance in the application of emergency care. In the 
future it may be possible in many areas to transmit an 
indication of patient's vital functions from the scene of a 
crash, and en route to the hospital, for display to special- 
ists in the hospital. Well trained technicians will be able 
to perform more sophisticatedtreatment under a physician s 
remote control, and critically in jur ed or ill persons will b e 
properly transferred over great distances. 

e. Transport of the injured by a passerby who has little 
knowledge of emergency medical facility locations is 

a possibility. * 



*See Volume 12, Highway Design. Gonstruction. and Maintenance for 
additional information on directional information^ to hospitals. 
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8* Admit injured to hospital. 

a. Delay in admission should be minimized so that definitive 
medical treatment can commence as soon as seriously 
injured person(s) reach the emergency department. To 
accomplish this goal the emergency department should 
have advance warning so that all necessary steps are 
taken to assemble pertinent personnel and any needed 
equipment. Advance notification is critical, particularly 
for smaller emergency departments, which are sometimes 
poorly equipped and not staffed on a 24-hour basis. 

b. There is a need to define more clearly the ambulance 
technicians^ role in admission. They should provide in- 
formation on the condition of the injured when found and 
emergency care given. In small emergency departments 
they should also be prepared tc assist with movement of 
the injured from the ambulance to the receiving room if 
required. There may be a need for ambulance personnel 
to function as temporary emergency room aides. 

c. It is not uncommon for hospital emergency facilities to 
be inconveniently located, hard to find, and limited in 
ambulance handling space. Such aspects can become 
critical to providing prompt medical treatment to the 
injured. Each emergency department should be critically 
examined to insure that adequate location information and 
unloading space are provided for incoming ambulances. 

d. As the use of air ambulances expands, hospitals should 
develop standing plans for land transportation from the 
local airports or consider a helistop at the hospital 
proper. 

e. As part of the EMS system implementation, standardiza- 
tion of all emergency medical record forms and hospital 
emergency department admission procedures is needed. 

During the transport process to and from the emergency scene, 
several types of skills and knowledge are required of both 
technician and driver. In the near future DOT will develop 
operational guidelines for ambulances taat will describe the 
essential series of events in optimal time order that normally 
occur during response to a range of emergency situations from 
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the time the request for service is received and the ambulance 
is dispatched to the time the requirement is satisfied and the 
vehicle is returned and ready for another misMon. 

1, A task analysis of ambulance operations '^vill be conducted 
at typical locations nationwide, including public and private 
operations and operations in urban, suburban, and rural 
areas. Such factors as relationships" of driver Aechnician 
with police, fire, injured person, velative of the injured, 
medical personnel, etc. , will be identified. Emergency 
vehicle operating safety and maintenance will be fully 
treated. 

2. The incorporation of vehicle operational guidelines in am- 
bulance personnel training should have a positive effect on 
safer ambulance transport. Collection of ambulance colli- 
sion data will allow evaluation of the effect of such training. 

EMS SYSTEM COMPONElvfTS 

An EMS system should be comprised of four principal components: 
comrhun: - ations, transportation (including personnel and equip- 
ment),= law enforcement agencies, and emergency medical facilities. 

A. Telecommunications. 

1. In meeting emergency medical service needs, telecommuni- 
cations are required to permit: 

a. Human health emergencies to be immediately reported 
to appropriate community agencies which manage and 
control health resources and services. 

b. Appropriate health resources to respond to such human 
emergencies at anytime and wherever they may occur. 

c. Recognition of the need for (and more immediate re- 
sponse to) health resources and: services to life 
threatening emergencies within a time period which wilt 
insure the greatest saving of lives and limbs. 

d. Health agencies and professionals to marshal their in- 
dividual and collective resources (staff, equipment, 
supplies) and coordinate their responses in the shortest 
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effective time to meet any human need including 
catastrophic events. 

e. Health agencies and physicians to provide guidance and 
direction to others on the scene of a human emergency 
pending arrival of trained health personnel. 

f. The coordination of emergency health services with 
other emergency service systems within the community 
through Emergency Operation Centers or other means. 

g. Special health resources (emergency departments, in- 
tensive care and coronary care units, burn and trauma 
facilities etc.) to be utilized to their most effective 
degree. 

h. Transmittal of all appropriate vital human physiological 
information necessary during any emergency to the 
proper monitoring and decision making health professions 
an d t h ei r c ent er s . 

i. Collecting, recording, and documenting information on 
human emergencies in order that emergency health care 
systems can review, revise and reorganize, as necessary 
:to meet changing conditions and needs. 

j. Safe transfer of acutely and chronically ill patients be- 
tween health care facilities. 

k. Optimum use of health resources in preventing or miti- 
gating adverse medical effects of human emergencies. 

An EMS system provides services affecting the sequence of 
events. The capability of the resources and the quality of 
their performance relate to the results, i. e.., facilitate 
definitive medical care and faster patient recovery* Tele- 
communications in support of EMS appear tc fall into the 
following categories: 

a. Messages related to reducing response time, i. e. , dis- 
patching and controlling the movement of emergency 
vehicles (radio and/or wire). 
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b. Messages related directly to the patient and his care, 
i. e. , medical telemetry and a "doctor's talk" channel 
(radio). 

c. Extensions of both 1 and 2, above, from the emergency 
vehicle to the actual location of the patient, e. g. , in an 
apartment, in a field, or a boat, etc. (radio). 

d. Messages necessary for eff ^ctive coordination and pre- 
paredness for reception of tne patient, i.e^, intra- 
hospital, hospital-to-hospital, and Resource Coordina- 
tion Communications (RCC) center (wire/radio). 

e. Paging systems to call individuals and mobilize medical 
personnel. While these are n9w mostly "beep" systems, 
two-way portable radio paging is the desired objective 
(radio). 

f. Interface with police, fire, and other local Government 
agencies (radio and wire). 

g. Disaster situations (radio and wire). 

Not included in the above are the communications that would 
be used for entering the emergency response system. Un- 
doubtedly the telephone will continue to be the primary 
means of "reporting" an emergency medical situation remote 
from the hospital. The national emphasis on implementa- 
tion of the universal telephone emergency number, "911, " 
provides the citizen an easily remembered emergency ac- 
cess number. A bi-product of the "911" system is expected 
to be a marked increase in coordination among agencies 
providing enaergency services. 

A multitude of technological advances has been made in the 
telecommunications area (as well as in other areas) and is 
pertinent to EMS. Heretofore, the relation of such advances 
to an entire EMS system has not always been considered. 
Among such technological advances are: 

a. Citizen access to the response system through the uni- 
versal emergency telephone number ("911"), and Re- 
source Coordination Communication (RCG) Centers to 

manage the dispatch of ambulances, flow of medical 
information, and control of action taken. 
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b. Digital communication units and base terminals which 
have encouraged the standardization of brevity codes 
related to patient care, dispatch, and decision making, 

c. Equipment development for "cellular modes^* of com- 
munication in the 900 MHz area, 

d. Telemetric monitoring of life signs of patients in medical 
emergencies for physicians and technicians in hospitals. 

e. Specialized patient transportation units, such as mobile 
intensive care units. 

f. Air ambulance operation using both rotary and fixed wing 
aircraft. Aircraft can be used for emergencies, routine 
transfer of patients between hospitals, transfer of pa- 
tients to specialized treatment centers, or even for the 
transfer of vital organs and medications. 

g. Minicomputers for operation in hospitals and communi- 
cation centers to include ma^ of resources, pro- 
vide automatic dispatch and routing, and assist in deci- ' 
si on making. 

h. Television communications between the paramedic at 
the site and the hospital physician. 

5. Provision is also made in some areas for coordinated com- 
munications support that is essentially areawide and pro- 
vides a common dispatching point for public safety, high- 
way maintenance, and forestry forces in addition to local 
governmental radio and TV services. With this communi- 
cations base areawide dispatching of ambulances can be 
accomplished. * 
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*One midwestern State is planning a consolidated State communications 
system that will provide direct access from communications (dispatch- 
ing) centers to all radio-equipped public vehicles and governmental and 
public service facilities, including support to EMS functions. The initial 
objective is to develop and test procedures for utilizing: normal, day -to- 
day, governmental communications to satisfy State and national emer- 
gency operational requirements as defined by the Federal Office of 
Civil Defense. 
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6. The design of the EMS communications support com- 
ponent should provide a continuous dispatching capability, 
flexibility of cross-network utilization, compatibility 
with radio, and perhaps transmission of vital human 
performance data - heart condition, ( tc. Wherever pos- 
sible, direct -line telephone systems should connect 
fixed EMS facilities with provision for radio backup, if 
required by telephone failure. Communications design 
should emphasize the imiportance of using normal, day- 
to-day operating procedures as a prerequisite to emer- 
gency operations. 

7. More specific criteria for the design of EMS communi- 
cations will be available as a result of present and future 
Federally-supported studies and demonstration projects. 

8. It is recommended that the planning for communications 
support of EMS systems consider emergency needs as- 
sociated with natural disaster and national civil defense 
emergencies. The placement of communications centers 
in facilities that are protected in varying degrees from 
fallout and other nuclear attack eff ectt. should be con- 
sidered. Guidance and assistance are provided by the 
State Office of Civil Defense to government at all levels 
in-developing communications support capabilities that 
are applicable to large-scale emergency operations. 

9. Communication and^ control are necessary elements in 
reducing the time interval between a request for emer- 
gency ambulance service and the arrival at the scene of 
an accident and/or delivery of a patient to definitive 
care. Two-way voice communication with the dispatch- 
ing organization or between the ambulance and appro- 
priate emergency organization is necessary for a vehicle 
to be "satisfactorily (or fully) equipped. " Communica- 
tions between the driver and technician, both visual and 
by voice, should be provided. A valuable expansion of 
this capability would be two-way communication with the 
hospital emergency department. 

10. Control centers should be informed at all times regard- 
ing the location and availability of every ambulance and 
should control the movement of all vehicles. The con- 
trol centers (Base Stations), wherever located, should 
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also have Knowledge of emergency room, status and ac- 
ceptance capability. Wherever possible, selection of pa- 
tient destination should be made on the basis of hospital 
capability and severity of trauma (guidelines and procedures 
should exist in writing). Records of incoming calls, time 
of dispatch and of return of each vehicle need to be main- 
tained, along with times of arrival at the accident scene 
and the hospital. 

B. Transportation and related equipment. 

1. In an ever -increasing number, the operators of private 
ambulance services are finding the economics of business 
more restrictive and, as a result, many are leaving the 
profession and depriving many communities of ambulance 
transportation. Efforts have resulted in design criteria 

and specifications for various classes of ambulance vehicles, 
which-should result in reasonably priced production 
models.* Research: is now underway into the operation of . 
helicopters for emergency medical transportation. ** 

2. There should be standardization of essential medical equip- 
ment carried by all ambulance vehicles. A vehicle to be 
considered satisfactorily equipped must have the equipm ent 
listed in the most recent equipment list recommended by 
the American College of Surgeons and, in addition, two- 
way communications. Consideration should be given to 
supplementing this list, based on local requirements. Un- 
less a rescue vehicle accompanies an anibulance on every 
accident call, minimal rescue equipment such as a crow 
bar, bolt cutter, and miscellaneous small tools should also 
be carried. 

a. The current list of essential ambulance equipment is- 
sued by the American College of Surgeons appears as 
Exhibit IV. (See Chapter VIII for additional information. ) 



*See Appendix F, The Economics of Ambulance Service. 
See DOT Ambulance D esign Criteria (ADC) National Academy of 
Engineering, National Academy of Science. 
See GSA FSS KKK-1822 Emergency Care Vehicle-Ambulance. 
**See Appendix G, The Use of Helicopters in EMS. 
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EXHIBIT IV 
ESSENTIAL EQUIPMENT FOR AMBULANCES 

1. PORTABLE SUCTION APPARATUS, with wide -bore tubing and 
rigid pharjTigeal suction tip. 

2. BAG-MASK VENTILATION UNIT, hand-operated, with adult-, 
child-, and infant-size masks. Clear masks are preferable. 
Valves must operate in cold weather, and unit must be capable 
of use with oxygen supply. 

3. OROPHARYNGEAL AIRWAYS, adult, child, and infant sizes. 

4. MOUTH-TO-MOUTH ARTIFICIAL VENTILATION AIRWAYS, 
for adults and children. 

5. PORTABLE OXYGEN EQUIPMENT, with adequate tubing and 
semi-open,; valveless, transparent masks in adult, child, and 
infant sizes. 



6. MOUTH GAGS, either commercial or made of three tongue 
blades taped together and padded. 

\\ T. STERILEriNtRAVENOUS AGENTS, preferably in plastic bags, ; 
with administration kits. 

\\ S. UNIVERSAL DRESSINGS, approxin^telj^,10 inches by 36 inches, 
compactly folded and packaged in con'i^iiient size. 

: ; 9. STERILE GAUZE PADS, 4" x 4". ^ 

; 10. BANDAGES, Soft roller, self-adhering-type, 6" by 5 yards. 

"11. ALUMINUM FOIL, Roll, 18" x 25«, sterilized and wrapped. 

; 12. ADHESIVE TAPE, Two rolls,. 3" wide. 

: ; 13. BURN SHEETS, T wo, sterile. 

1:14. TRACTION SPLINT, Lower Extremity, hinged: half -ring (ring 
9" dia. , overall length of splint 43"), with, commercial limb- 
support slings, padded ankle hitch, and traction strap. 
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EXHIBIT IV (Cont'd) 

15. PADDED BOARDS, Two or more, 4-1/2 feet long x 3 inches 
wide. PADDED BOARDS, Two or more, 3 feet long, of material 
comparable to 4-ply wood for coaptation splinting of leg or thigh. 

16. PADDED WOODEN SPLINTS, Two or more, 15" x 3", for frac- 
tures of the forearm. (By local option, similar splints of card- 
board, plastic, wire-ladder, or canvas slotted lace-on may be 
carried in place of the above 36" and 15" boards.) 

17. INFLATED SPLINTS, uncomplicated, in addition to Item 16 
above, or as substitute for the short boards. 

18. BACK BOARDS, short and long, with accessories. (Adult and 
child) 

; ; 19. TRIANGULAR ^.NDAGES. 

: 20. SAFETY PINS, large size 

! 21.. SHEARS, for bandages. 

: 22. OBSTETRICAL KIT, sterile. 

23. POISON KIT. 

24. BLOOD PRESSURE MANOMETER, CUFF, and STETHOSCOPE. 



This lioc was prepared by the Committee on Trauma of the American 
: College of Surgeons and was printed in The American College of Sur- 
: geons Bulletin, (May 1970). 
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b. Exhibit V contains a list of access and extrication equip- 
ment that should be carried by an ambulance if a rescue 
/ehicle does not accompany the ambulance oh every acci- 
dent call. The list of access and extrication equipment 
is as identified by the American College of Surgeons in 
their May 1970 Bulletin, 

3, Provisions should be established for inspecting medical 
supplies and emergency medical equipment on a periodic 
basis and after each emergency use. Additional items, 
such as automatic chain saws, emergency off-the-vehicle 
lighting equipment, portable incubators, defibrillators, 
and stair chairs can be listed and justified separately on 
an ambulance project, or on a separate equipment project. 
In either case. Federal funding participation would be 
separate. 

4. Vehicle Design. 

a. Federal Government -sponsored studies in design criteria 
and medical requirements have been completed. In the 
selection of a vehicle, project applicants are required to 
comply with-the DOT^NHTSA Ambulance Design Griteria 
Manual * of February 1970 for their procurement.'** Many 
variables have to be considered with direction tdward 
procurement of the most economical vehicle to adequately 
ftU the requirement. Gonsideratiph should be given to 

the benefits of vehicle standardization within adjoining 
areas and for systems delivering to common medical 
facilities. 

b. Any vehicle purchased in accordance with Federal 
Specification GSA-FSS.KKK-A-i822, Emergency Gare 
Vehicle - Ambulance,** and equipped in accordance with 



*"Ambulance Design Griteria" (ADG) is available from the Superin- 
tendent of Documents, U. S. Government Printing Office, Washington, 
D. C. 20402. Orders should cite the GPO Identification No. USGPO: - 
1970, 0-377-476, and include payment. Price: $0. 60,per copy; 25% 
discount on quantities of 100 or over when mailed to the same address. 
**Federal specifications prepared in accordance with the (ADG) by GSA 
will be used for procurements with 402 funds and are strongly recom- 
mended for general use. These specifications are available through 
the General Services Administration, Washington, D, G, 20406, for 40<?.. 



IV-22 



EXfflBIT V 

ACCESS AND EXTRICATION EQUIPMENT FOR AMBULANCE USE 

1. WRENCH (1), 12", with adjustable open end. 

2. SCREW DRIVER (1), 12", with regular blade. 

3. SCREW DRIVER (1), 12", Phillips type. 

4. HACKIAW (1), with 12 wire (carbide) blades. 

5. PLIERS (1), 10" vise-grip. 

6. HAMMER (1), 5 -point, with 15" handle. 

7. FIRE AXE (1), with 24" handle. 

8. WRECKING BAR (1), 24". (Bar and two preceding items can 
either be separate or combined as a forcible entry tool. ) 

9. CROWBAP.. (1), 15 inches, with pinch point. 

10. BOLT CUTTER (1), with 1-1/4" jaw opening. 

11. POWER JACK and SPREADER TOOL (1), Portable. 

12. SHOVEL (1), 49 inches, with pointed blade. 

13. DOUBLE-ACTION TIN -SNIP (1), minimum 8". 

14. MANILA ROPES (2):, each 50' long x 3/4" dia. A poWer winch is - 
optional. A front -mounted winch with a minimum capacity of 
two tons is recommended, particularly in areas where it would 
not otherwise be readily available. In addition to rated cable, 
ambulance should carry a 15 -foot rated chain with one grab hook 
and one running hook. 

: iAst as published-in The American College of Surgeons Bulletin, (May 
1970). 
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the Essential Equipment List of the American College of 
Surgeons, Committee on Trauma is eligible for federal 
funding under Section 402 of the Highway Safety Act of 
1966. 

Alternate Vehicles. 

a. Standard station wagons, modified hearses and carryalls 
are not adequate vehicles for emergency ambulance serv- 
ice, as they do not provide sufficient working space for 
proper en route emergency care and do not have adequate 
capacity or space for the necessary equipment. However, 
such vehicles used primarily as police patrol -vehicles 
and not functioning routinely as ambulances may be con- 
sidered for inclusion in Police Traffic Services 402 pro- 
jects if they actually form a reserve eniergencyiambulance 
capacity (i. e. , backup vehicles). While any ambulance- 
type vehicle with less than 54" headroom is considered 
suitable as an invalid transfer vehicle, it is not considered ' 
satisfactory for emergency medical care, nor eligible 

for Section 402 funding. 

b. Vehicles designed, equipped and-manned for specialized 
medical use, such as niobile coronary case units, are 
not acceptable and fundable under this program.. 

Rescue Vehicles. 

a. Light rescue vehicles are eligible for EMS 402 participa- 
tion provided they are routinely responsive to roadway- 
related emergencies. State plans should provide for the 
number of these vehicles necessary to supplement and 
augment emergency ambulance response capabilities within 
the State. Justification should indicate a highway -related 
extrication need with its associated equipment. 
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Crew-training requirements are the same as for 
emergency medical technician personnel. There is 
also a requirement for two-way radio communica- 
tions. The use of this vehicle shoiild not be for 
routine patient care, but rather for extrication 
support. 



The following items of extrication and rescue-type 
equipment are eligible for funding support under Section 
402: 

1) Apparatus, self-contained breathing, with 

one reserve tank 1 

2) Bar, wrecking, 48" long 1 

3) Crowbar, 66" ............... ^ 

4) Blankets ............. . . • • 4 

5) Tool Box, for hand tools . . • . . ...... 1 

6) Extension Cord, 100« for floodlights 

2 twist -lock connectors (10 -gauge 

waterproof) 2 

7) Cutting Tools, for metal (chisels, saws, 

bolt cutters, etc., as heeded, usually ... 1 ea. 

8) Reels, for extension cords ......... 1 

9) Fire Extinguisher . . . -. . -.- ... . . . . 1 

10) Gloves, protective, leather ......... 1 pr. . 

11) Hammer, sledge, 4-lb. 1 

12) Jack, 5-ton capacity (Porto-power set 

may be included) ............. 1 

13) Generator, gasoline-powered, 1500W 

(Onan 105PC or equal) .......... 1 

14) Lights, Flood, portable, AC 250W . .... 2 

15) Rope, Manila, l/2" dia. , 50» length . .... 2 

Ip) Sets of Handiights and Flares 1 ea. 

17) Resuscitator, inhalator, portable ...... 1 

. As a matter of information, rescue vehicles have been 
of primary concern to the Civil Defense lifesaving effort 
under the Department of Defense. They are configured, 
equipped, and manned to aid in one major problem of 
recovery in national disaster, which is the release of 
survivors trapped in the wreckage of shelters, structures. 
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and enclosures. In their recovery capability, they may 
also be involved in the effects of fallout, as well as the 
consequences of blast and fire near the points of detona- 
tion of nuclear weapons. These vehicles and their equip- 
ment are described in Federal Civil Defense Guide, Part 
E, Chapter 11, Appendix 4, Annex 1 of November 1967, 
under the title, ^^Civil Defense Rescue Trucks and 
Equipment. 

e. Medium and heavy rescue vehicles and equipment are 
not eligible for Section 402 funding. The light rescue 
vehicle is being participated in because of the correla- 
tion between its extrication capability and the extrica- 
tion/life-sustaining NHTSA Emergency Medical Services 
needs. Of major importance, however, is the potential 
that the light rescue vehicle and crew can >be routinely 
and promptly available for highway accidents when 
needed to support an EMS capability.. 

f. It is preferred that properly equipped ambulances with 
trained per sonnel respond: to highway accidents and pro- 
vide transportation and: care en route to the hospital 
emergency room. 

g. An Extrication Course has been develo^^ and 
is available to support training requirements in this . 

• vital area for both emergency niedicaltechnic^^^ - 
ambulance and exclusively extrication personnel. 
Contact the nearest NHTSA regional office for informa- 
tion. (See Appendix N. ) 

C. Law Enforcement Agencies. 

1. Law enforcement agencies should provide critical support 
in connection with all highway crashes. A police officer 
frequently arrives at the crash scene prior to the ambulance 
attendant and he is usually the last to leave. He is often 
called upon to give first aid and: to assist with removal of 
the injured. He is responsible for crash debris clearance 
arrangements, restoring traffic flow, and conducting an 
investigation of the crash. * 



*See Volume 16, Debris Hazard Control and Cleanup. 
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2. Police reports of crash investigations should contribute 
to the basic data inputs for the evaluation of an EMS 
program. A written policy concerning the scope of the 
crash investigation function should be established by each 
law enforcement agency. In addition, these agencies 
should develop a checklist of tasks that a police officer 
should accomplish upon responding to a highway accident 
call. *, *** 

D. Emergency Medical Facilities. 

1. Emergency medical facilities should be categorized 
according to capability. Guidelines for categorization 
of EMS facilities are provided in Exhibit VI. 

2. eategorizing facilities could result in.better use of man- 
power and facilities, mor e judicious choice of facilities, 
and-direct delivery to the facility most appropriate to the 
need. This categorizing serves to define the scope of 
care which can be expected of a given facility, and unless 
time, distance, or ^he need for emergency resuscitation 
requires interim care, the injured should be delivered 
directly to the facility most suited to the situation. 

Glass II facilities should be capable of treating the majority 
of serious cases and stabilizing critical cases that are 
beyong their capabilities where transfer to a Class I 
facility is necessary. 

3. Any staffing reduction during parts of the 24-hour period 
may affect hospital classification category and should be 
considered. Periodic detailed surveys of such facilities 
should be conducted. In this way, potential needs can be 
anticipated and steps taken to-satisfy such needs. Actions 
of this type frequently use appropriate checklists that are 
updated by comparison with other EMS systems and make 
full use of professional recommendations. 



*See Volume 15, Police Traffic Services. ' 
**See Volume 18, Acci dent Investigation and Reporting. 
***A training course for traffic law enforcement officers titled " Crash 
Injury Management " has been developed by DOT and is available. 
Contact the nearest NHTSA regional office for information. (See 
Appendix N.j) 
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EXHIBIT VI 

GUIDELINES FOR CATEGORIZATION OF 
EMERGENCY MEDICAL FACILITIES 



1. Class I Facility (Major Emergency Department) 

Facilities - Fully equipped to render complex and compre- 
hensive emergency care on the premises, as well r*s any 
required definitive care up to and involving rehabilitation. 
Diagnostic facilities constantly available for even the most 
specialized procedure. Blood bank available. Ready ac- 
cessibility to special purpose operating rooms. 

Staffing - Twenty-four-hour staffing by highly competent 
medical and hospital support personnel. Ready accessibil- 
ity to all types of specialists:on a-24-h9ur basis. 

Scope of Care - Routinely capable of performing the most 
advanced surgical and medicaUprocedures including cardiac 
surgery, the treatment of severe head, neck, and chest 
injuries, as well as major plastic surgical procedures, 

2. Class II Facility (J-.imited Emergency Department) 

Facilities - Equipped to deal with most life-threatening 
emergencies but not with highly specialized resuscitative 
and surgical procedures. Diagnostic facilities (laboratory 
a n d X - r ay ) a nd b lo o d b a nk c ons t a nt ly av ai lable. 

Staffing - Twenty-four-hour staffing by component personnel 
on premises or on call but lacking^in some specialist services 
and medical support personnel. 

Scope of Care - Equippedito deal with routine medical and: 
surgical procedures but lacking in ability to accomplish some 
highly specialized diagnostic, medical and surgical proced- 
ures. Totar needs for stabilization^ or care of the critically 
sick or injured may exceed the capabilities of the facilities 
and .personnel. 

3. Class III Facility (Provisional Emergency Unit) 

Facilities - Emergency units in small or specialty hospitals, 
clinics, industrial plants, or public buildings with limited or 
modest. first aid^equipment. Diagnostic capability and. sup- 
porting equipment may not be available. 

Staffing - Li mi t edit o either full or part-time professional 
nursing coverage and only part-time physician coverage. 

Scope of Care - Limited to treatment of minor conditions and 
emergency resuscitation. Capable of controlling external 
blood loss, maintaining airways, performing external cardio- 
pulmonary resuscitation.andsimilar procedures. 
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POST ADMISSION 



Although the highway EMS system "terminates with hospital emer- , 
gency department admission and the documentation of EMS system 
response, the medical facility treatment and the final results to 
the injured are essential to the proper assessment of prehospital 
EMS system performance. A record should be completed on each 
emergency patient from the time of his injury until hospital dis- 
charge or completion of autopsy. These records, which individ- 
ually must be treated as confidential, can provide much of the data 
for system evaluation and subsequent upgrading. 

STATE EMS PROGRAM ELEMENTS 

It is recognized that the State will tailor its program and conduct 
-its EMS program activities in accordance with State-needs and 
practices. From.a management viewpoint, it is convenient to con ^ 
sider a State program as being comprised of several major pro- > 
gram elements. These elements partially overlap information 
presented in prior paragraphs, but are described: here in terms 
of a State action plan for EMS. 

A. Program Administration. 

Program administration is primarily concerned with assuring 
that the program is established and operated in accordance 
with national and Stat e standards and requirements. Effective 
administration requires: 

1. Identification of participating agencies. 

Agencies which have EMS involvement and whose participa- 
tion is necessary for proper program operation niust be 
identified., 

2. Coordination and liaison. 

Well-defined channels of administrative conimunication 
should be established for coordination and liaison of EMS 
program-activities with other State agencies and groups. 
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3. Public -relations and public information. 



The generation of public interest and the dissemination of 
information to the public is an important responsibility of 
the program administration element of the EMS p "ogram. 
It should be noted that Standard* 11 suggests that the general 
public be encouraged to take first aid courses. 



4. Guidance procedures. 



Guidance should be provided to local agencies and others 
who have EMS system responsibilities. However, some 
States may wish to establish as a specific program function 
the preparation of guidance procedures. This volume can 
serve as one basis for such guidance. 

B. Licensing, certification, and inspection. 

Licensing, certification and inspection are the prihcipal 
means by which State requirements and those specified by 
Program Standard 11 can^be enforced and incorporated 
into the EMS system. There are many ways in which 
regulation and enforcement can be accomplished by the 
State. Some States may decide to specify and enforce 
Statewide uniform standards and requirements. Others 
may decide to delegate most of the responsibility to local 
governments. 

2. To meet the requirements developed, the following specific 
systems might be implemented: 

a. A system of issuing permits to establish and operate 
an ambulance or rescue vehicle service. 

b. A system of certifying ambulance and rescue vehicle 
personnel, including dispatchers, drivers, and attend- 
ants. (For administrative efficiency, the fulfillment of 
ambulance driver license requirements might be indicated 
on the appropriate motor vehicle operator's permit. )* 

c. A system of certifying emergency ambulance and rescue 
vehicles. 
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3. Through these systems, requirements specified by State 
and local governments can be implemented. The system 
of requiring permits for ambulance service operators can 
be used to regulate the establishment of new services (for 
example, proof of public necessity might be required), and 
the operations of existing services (for exan-^-^le, restrictions 
as to certain geographic areas). The system of certifying 
ambulance personnel can be used to specify qualifications. 
Minimum requirements might be established as to character, 
age, physical capability, knowledge of area (including loca- 
tions of hospitals, road networks and traffic patterns, 
barriers to movement, etc. ), training in emergency medical 
care, and proven ability to operate emergency vehicles in a 
safe manner.* The system of certifying ambulance vehicles 
can be used to specify the type of vehicle and equipment to 

be carried. 

4. The mechanism by which requirements are established may 
include statutes, ordinances, contracts or franchises, codes, 
etc. Several appendices illustrate mechanisms that can be 
employed and provide an indication of requirements that 
might b e specified. 

a. Appendix T is the model ordinance or statute developed 
by the American College of Surgeons, the American 
Association for the Surgery of Traumay and the National 
Safety Council. 

b. Appendix L is a sample State Act to regulate ambulance 
services. 

c. Appendix M is a sample contractual agreement for 
ambulance services provided by a private operator. 

5. Effective regulation requires some means of enforcement. 
This might include periodic inspection of facilities, vehicles 
and associated equipment, and the testing of personnel. 
Assessment of EMS system performance through reporting 
of certain EMS response data is another indicator. 



*See Appendix K, Sample Invitation for Applicants for the Position of 
Emergency Medical Technician. 
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Training for personnel administering emergency care. 

1. Quality ambulance services exist in only a few localities. 
Some of the reasons for this deficiency are: 

a. Lack of local leadership and involvement. 

b. Minimum consideration given to wages. 

c. Little recognition of the ambulance profession as a 
career. 

d. Instability of career pattern. 

e. Inadequate recruitment procedures and training. 

2. To aid in the elimination of these deficiencies and areas of 
neglect, the ambulance attendant should^be fully established 
in an emergency care career pattern which provides attrac- 
tive compensation, prestige, and recognition deserving of 
his services as a member of the emergency care team. If 
the needs for ambulance service in a locality are such that 
an ambulance attendant is riot fully occupied, one alternative 
is that he be an employee of a hospital where he might serve 
as an assistant in the emergency department, intensive 
care unit, operating room, or other areas where injured 

.or acutely ill patients are treated. 

3. Ambulance personnel, rescue squad workers, policemen, 
firemen, participating physicians, and other employees or 
volunteer members of public and private organizations 
having a responsibility for the provision of emergency 
medical care should be trained in and held accountable for 
proper performance of their duties. 

4. Ambulance personnel are responsible for all lay emergency 
care from the tirne they first see the injured or ill through 
transportation and delivery to the care of a physician. 
Therefore, they should be able not only to appraise the 
extent of first aid rendered by others but also to carry out 
whatever additional measures are necessary to minimize 
morbidity and mortality. They should be instructed in: 
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a. Safe operation of emergency vehicles* 

b. Communication between the scene of the emergency, 
traffic authorities, dispatchers, and emergency depart- 
ments* 

c. Rendering of necessary additional care en route* 

d* Preparation of records and reports for transmission 
to medical and other authorities* 

5* Although the emphasis on certain EMS subjects will vary 
depending upon the nature of the personnel providing the 
care, all personnel, whether responsibility is transferred 
to the ambulance attendant or to other persons, should be 
trained so that maximum care can be assured, 

6* Recognizing the importance of training, DOT, in coopera- 
tion with other agencies and groups, has developed a total 
training package to provide the skills and knowledge required 
by ambulance technicians /drivers at the entry level of per- 
formance. * In the future, a training package for the inter- 
mediate and advanced skill levels, including ambulance 
operating practices, is planned.** 

D. Training for communications dispatchers* 

The States should consider a training program for communica- 
tions dispatchers* Two exhibits are included as general guide- 
lines to illustrate the broad training required of a dispatcher 
in a relatively large and complex central communications 
facility. These outlines can be modified as appropriate for 
smaller facilities and those limited solely to the ambulance 
dispatching function. Emergency care training and hospital 
emergency department indoctrination for ambulance dispatchers 



^Information on these DOT training packa^^ ^3 is available through your 
nearest NHTSA regional office. (See Appendix N. ) 
**Appendix H, Outline of Material for Ambulance Personnel Training, 
contains the subject material from which these training packages 
were developed. 
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should be considered since it will allow better understanding 
of the problems of the vehicle crew and better dispatching 
decisions* It will also develop competence in the medical 
vernacular associated with accideulal injury and trauma for 
more effective functioning.* 

1. Job* description -for communications dispatcher. 

A job descriptiorx for dispatcher personnel at the central 
communications facility in a large county is shown in 
Exhibit VII. 

2. A new employee is processed through both an in-class 
and on-the-job training and testing program as outlined 
in Exhibit VIIL 

E. EMS survey, plan development, and evaluation. 

A comprehensive EMS plan should provide for the assessment 
of EMS system capability and performance and the establish- 
ment of action programs to remedy identified deficiencies. 

1. The plan should be revised periodically to reflect increased 
knowledge of State EMS operations, the establishment oi 
more definitive EMS standards or criteria, and actual pro- 
gram accomplishments. 

2. The guidelines provided in this paragraph were developed 
under NHTSA contract** and provide a logical st epwis e 
approach to assist States in developing this aspect of their 
program. 



*Contact your nearest NHTSA regional office for information on the DOT 
Dispatchers Course. (See Appendix N. ) 
**The guidance document. Emergency Medical Services Survey and Plan 
Development, prepared under this contract, provides detailed proce- 
dures for survey of local EMS systems and for establishing an EMS 
data system. This document is available for $3. 00 from the National 
Technical Information Service, 5285 Port Royal Road, Springfield, 
Virginia 22151. Requests should cite document No. PB 178232, Vol. 2 
'(Contract FH- 11-6554). 
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EXHIBIT VII 

JOB DESCRIPTION FOR COMMUNICATIONS DISPATCHER 



Definition 

Under supervision, to dispatch emergency police, fire, and other public 
safety equipment in a coordinated manner; to operate various communica- 
tions equipment; and to do related work as required. 

Typical Tasks 

Receives and transmits emergency radio calls for fire and law enforce- 
ment personnel; receives reports on fires, plane crashes, and requests 
for resuscitators; dispatches fire equipment and ambulances.; receives 
complaints and dispatches law enforcement personnel; coordinates search 
and rescue operations between various agencies in plane crashes and 
other major emergencies; transmits information by telephone or radio; 
types dnd files cards recording persons or equipment wanted; reports ' 
the need for repairs on radio equipment; calls by telephone off-duty per- 
sonnel needed for emergency service; maintains complete radio logs on 
all messages received and transmitted; compiles and types detailed re- 
ports on activities during the shift worked; keeps familiar with major 
roads, streets, industrial plants, and buildings; operates key point 
attack warning equipment; operates a lease line teletype and a TWX; 
performs miscellaneous clerical work. 

Employment Standards 

Completion of the 12th grade and one year of experience as a dispatcher, 
or three years of general business experience. 

Possession of a valid third class Radio Telephone Operator 's License, 
or higher, issued by the Federal Communications Commission;; must be 
obtained prior to permanent appointment. 

Aptitude for learning the operation of two-way radio and telephone com- 
munications equipment; ability to learn and retain location of roads, 
streets, major industrial plants, and public buildings in the county;' apti- ; 
tude for learning the rules and regulations of the department; ability to 
understand and carry out all directions; good voice and excellent hearing; 
willingness to work on Saturdays, Sundays, holidays, and at odd and 
unusual hours. 
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EXHIBIT VIII 

SAMPLE PROGRAM FOR PROCESSING AND TRAINING 
NEW DISPATCHER PERSONNEL 



Date Assigned Date Completed _ 

NAME. _ ' ■ — 

I ADMINISTRATION 

(a) Processing 

(b) Appointment for physical examination 

II DISPATCHING DIVISION 

(a) Issue key, earphone, and message box 

(b) Apply for ID card 

(c) Assign DSN (Dispatcher Serial Numb er) , notiJ 
Administration and Technical Divisions of 
assignment 

in ORIENTATION 

(a) Read general orders 

(b) R eadvintroduction to proc edur e manual 

(c) Review station " sign in" log 

(d) Review system chart 

(e) Tour communications center 

IV READ AND STUDY 

(a) Procedure manual 

V MEMORIZE 

(a) Department key nurnbers 

(b) Codes 

(c) System chart 

(d) Police chi^efs 

(e) Fire chiefs 

(f) . Other key department heads 
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EXHIBIT VIII 
(Continued) 



VI FIELD TRIPS (When possible to schedule) 

(a) Sheriff^s Department 

(b) Central fire district 

(c) Public works 

(d) Field orientation with director 

(e) Hospital emergency department 



VII . DISPATCmNG TRAINING (Preliminary) 

(a) Monitor frequencies 

(b) Practice logging 

(c) Monitor telephones 

VIII TESTS (Prior to assignment) 

(a) Department key numbers 

(b) Codes 

(c) System chart 



IX RESPONSIBILITY ASSIGNMENTS* 

(a) Local government console 

(b) Police consoles 

(c) Fir e console 

(d) Ambulance consoles 



*At this point in the training program a new employee is 
assigned to an experienced dispatcher for "on-the-job" 
training and experience. 
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a. Areas of concern are the organizational and planning 
procedures required at the State level, the steps re- 
quired to implement a State program, actions required 
at the loca] level to facilitate program implementation, 
and data needs for EMS evaluation and determination of 
program priorities. 

b. The guidance does not specify rigid procedures to be 
followed in all States. Sufficient flexibility is provided 
to allow for variations in State and local characteristics 
while retaining comparability in data collection and gen- 
eral evaluative techniques. 

c. Development and implementation of a program, there- 
fore, involves organization at the State level, between 
State and local levels, and at the local level analysis and 
planning based on.adequate information, active participa- 
tion by government and nongovernment or^nizations, 
and periodic evaluation of progress. 

d. To meet requirements posed by the Standardia State pro^ 
gram should incorporate: 

1) Leadership and careful planning at the State level. 

2) Interest and active participation at the local level; 

3) Data collection sufficient to permit assessment of 
EMS performance and evaluation of the impact of 
specific program policies on achievement of program 
objectives. 

e. Procedures suggested in this guidance are grouped into 
eight steps: 

1) Step 1: Establish State -level organization. 

2) Step 2: Evaluate legislative and administrative provi- 
sions relative to Federal Standards. 

3) Step 3: Survey local EMS systems. 

4) Step 4: Prepare comprehensive EiMS-plan. 
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5) Step 5: Establish EMS data system. 

6) Step 6: Identify deficiencies in local EMS systems. 

7) Step 7: Determine priorities and provide funding for 
support of local activities to upgrade EMS. 

8) Step 8: Establish procedures for periodic evaluation 
of EMS program. 

3. The steps suggested for implementing a State EMS program, 
as outlined in paragraph (2) above, are listed roughly in 
sequence. However, they are not mutually exclusive and, 
depending on progress made in individual States, concurrent 
activities may be undertaken. The rate of progress can be 
expected to vary from State to State, depending on activities 
already underway in the EMS area (particularly at the local 
level), interest or organizations concerned with EMS, and 
other factors. These steps are: 

a. Step 1: Establish State-level organization. 

1) In the imprementation of the provisions of the Highway 
Safety Act of 1966, a Governor's Representative/pro- 
gram manager for highway safety has been appointed 
in each State, and organizational arrangements to 
prepare a comprehensive highway safety progi^am plan 
should have been made. However, the organization 
and planning to date have in most States been directed 
at the overall problem, of highway safety, not speci- 
fically at emergency medical services. Because of 
the size and complexity of the EMS program, it may 
be desirable for the Governor's Representative/pro- 
gram manager, in: conjunction with the appropriate 
State agencies, to designate a qualified person to be 
responsible for the development, operation, and main- 
tenance of this program. 

2)* Experience in other complex programs indicates that 
acceptance and implementation are facilitated if both 
policy advisory and technical committees are formed 



*See AppencUx Q. Model Document for Establishment of EMS Committees, 
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early in the planning process. If possible, member- 
ship of both committees should be drawn from govern- 
ment and private groups closely identified with the 
committees' functions. The advantages of such com- 
mittees are that they: 

a) Provide a broad basis for responsibility and policy 
designs. 

b) Involve government and nongovernment leadership 
in planning and implementation problems and 
decisions. 

c) Serve as an educational channel to local officials 
and citizens, thereby increasing understanding and 
acceptance of the EMS program. 

d) Provide a method of cooperation between govern- 
ment and nongovernment organizations concerned 
with highway safety and citizen leadership. 

3) * The chairman of the State EMS policy advisory com- 

mittee should be the director of the Department of 
Health, and its membership should be drawn from 
such State departments as the Highwi , Patrol or State 
Police and Department of Motor Vehicles and from 
the leadership of such organizations as the State med- 
ical, hospital, first aid, and ambulance associations, 
the Red Cross, and other interested groups. The func- 
tions of the policy advisory committee are to assist 
the State Government in making the policy decisions 
necessary for a realistic EMS program and to serve 
as an educational channel to local government and 
other groups interested in EMS problems. 

4) * The technical committee is responsible for analyzing 

information on EMS operations, contacting local gov 
ernment and nongovernment groups to obtain additional 
information and to encourage participation in the EMS 
program, and assisting the policy advisory committee 
in developing a comprehensive EMS program and- in 
evaluating effectiveness of program activities. The 

*See Appendix Q. Model Dccument for Establishment of EMS Committees. 
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technical committee should be supported by a. perma- 
nent staff with competence in communications, am- 
bulance operations, hospital administration, emer- 
gency medical treatment, and data handling. Depend- 
ing on the magnitude and complexity of the EMS 
program, this staff group may have full- or part-time 
EMS program responsibility. 

Step 2: Evaluate legislative and administrative provi- 
sions relative to the Standard. 

1) One of the first tasks of the EMS committees is to as- 
sess existing requirements in the areas specified in 
the Standard as reflected in State rulings. This in- 
volves the following work: 

a) Por each of the minimum program requirements 
listed in the Standard^ review relevant State legis- 
lation, judicial decisions, or administrative rul- 
ings, if any. 

b) Tabulate these requirements, indicating responsi- 
ble State agencies. 

c) Evaluate consistency of varying requirements and 
degree of coordination among responsible agencies. 

d) Identify requirements specified in the Standard for 
which^no activities have been initiated at the State 
level. 

e) Describe all pending legislation relating: to EMS, 
whether likely of enactment or not, with an assess- 
ment of such probability for each iteni. 

2) It is not the purpose of this task to provide a basis 
for drafting legislation^ or recommendations for ad- 
ministrative requirements. It will, however, indicate 
areas where no action has been taken at the State level 
and which must therefore receive attention, and for 
those areas where some action has been taken, it will 
describe specifics. 
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c. step 3: Survey local EMS systems. 



' 1) The purposes of this step are to: 

a) Inform local officials regarding the highway safety 
program and its EMS aspects. 

b) Develop information on characteristics and opera- 
tions of local EMS systems. 

c) Generate local interest in EMS evaluation and im- 
provement. 

d) Provide a basis for delineating EMS areas or re- 
porting jurisdictions. 

2) The extent of the survey effort required in a State will 
depend on the amount of information already availabie. 
Special studies of EMS or of major systeni elements 
such as ambulance services or emergency medical 
facilities have been conducted in some States. In 
others, information may be available from State 
agencies or private organizations on local EMS opera- 
tions or on local organizations concerned with EMS. 
Before plans are made to survey communities within 

a State, therefore, it is very important that these 
sources of information be thoroughly explored. 

3) Special attention should be paid to reporting proced- 
ures and data availability since program evaluation^ 
in the long run, will require adequate data collected 
on a uniform basis. Exhibit IX, following this page, 
lists the type of information that would be useful in 
assessing data availability ahd= indicates potential 
sources. In.making this assessment and before con- 
tacting local organizations or individuals, the EMS 
technical committee should have formulated a data 
framework suitable to its purposes. Therefore^ a 
thorough review of the data system suggested in this 
volume is necessary at this point. (The system and 
its application are described in Steps 5 and 6 of this 
paragraph. ) 
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EXfflBIT IX 






TYPES AND SOURCES OP DATA 


ON EMS SYSTEMS 




Type of Data 


Source 


Law Enforcement 




1. 


Reporting requirements for State 
and local police, data collected, 
and analyses made at the State 
level 


Public Safety De- 
partment (or High- 
way Patrol or State 
Police 


2. 


Sources of data on law enforcement 
activities 




3. 


Activities of law enforcement per- 
sonnel at the scenes of crashes not 
currently included in standard 
reports 




Gommuni cations 




1. 


Communi c ati on s n et work s c on - 
tributing to EMS operations 


Public Safety De- 
partment, Advisory 
Committee on Com- 
munications 


2-.. 


Present reporting requirements 




3. 


Sources of data on communications 
traffic (e. g.-, communications cen- 
ters, law enforcement agencies) 
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EXHIBIT IX 
(Continued) 

Type of Data 

Ambulance Services (or Comparable 
Organizations) 

1. Variations in the characteristics 
of emergency transportation serv- 
ices in urban, suburban, rural, 
and remote areas 

2. Present reporting requirements 

3. Sources of data on ambulance op- 
erations (e.g. , anibulance com- 
panies, communications centers, 
law enforcement agencies, private 
organizations) 



Source 



Public Safety Depart- 
ment 

Public Health De- 
partment 

Medical association " 
Hospital association 
Associations repre- 
senting ambulance 
services 

Hospital planning 

association 

First aid associations 

Accident prevention 

or injury study 

agencies 



Emergency Medical Fa^cilities 

1. Variations in the characteristics 
of emergency medical facilities in 
urban, suburban, rural, and re- 
mote areas 

2; Present reporting requirenients 

3. Sources of data on EMS operations 



Public Health De- 
partment 

Medical association 
Hospital as sociation 
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4) In States where EMS has been the subject of detailed 
study, the survey of local systems can be limited to 
the generation of interest in EMS evaluation and the 
development of a data system and to discusssion of 
suitable boundaries for local EMS areas or reporting 
jurisdictions. In most States, however, a more ex- 
tensive effort will be required. This vail involve con- 
tact not only with local leadership, but also with 
representatives of law enforcement agencies, ambu- 
lance services, communications centers, and emer- 
gency medical facilities, 

5) In practice, it is not necessary, to conduct a survey of 
this depth in every community in a' State, It is neces- 
sary, however, to identify leadership groups in each 
community to generate interest in EMS problems and 
encourage local participation in program activities, 
particularly in the establishment of a comprehensive 
data system. It is suggested, therefore, that the sur- 
vey be conducted in two phases: 

a) Detailed survey of a sample of communities se- 
lected to reflect variations in urbanization, EMS 
characteristics, political organization, and other 
relevant factors. 

b) Limited survey of remaining communities to identify 
and establish contact with local leaders or leader- 
ship groups and to define EMS organization and 
service areas in a preliminary way. 

6) The purpose of a limited survey is to assure that a 
basis for active local participation is established. 
This is necessary prior to initiation of Step 5 and 
subsequent steps in the EMS program. Field studies 
conducted prior to preparation of this volume indicate 
a wide variation among political jurisdictions with re- 
gard to the interests and affiliation of individuals will- 
ing to assume leadership roles in the EMS field. In 
some aneas, for example, an EMS committee with 
broad community representation may already be 
active. In one study area, significant assistance was 
received from the director of the local communica- 
tions center. In another area, the police chief was 
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the driving force. Specific guidance regarding local 
leadership, therefore, cannot be given. The survey 
effort must be flexible enough to examine alternatives 
and select those individuals or groups most likely to 
provide effective leadership. Members of the State- 
level policy advisory committee should be of consid- 
erable help in arranging preliminary contacts in local 
areas. 

Step 4: Prepare a comprehensive EMS plan. 

Step 4 consists of assessing and organizing the informa- 
tion gathered in Step 3, preparing a comprehensive EMS 
plan, and preparing a summary report to NHTSA. The 
objectives of the plan should reflect the overall objectives 
of the State EMS program. 

1) The outline in Appendix O should be used in preparing 
the comprehensive plan. It provides a framework for 
describing current conditions and major prcbleni 
areas in the State and for detailing proposed EMS 
program activities toward standard implementation. 

2) The comprehensive EMS plan provides the basis for 
preparing the subelement plan and^a summary report. 
This report should indicate major problem areas, 
proposed; legislative or administrative actions -relative 
to these problem areas, and- special studies required 
to provide sufficient, background data for legislative 
decisions. The report should also outline proposed 
organizational ar^rangements, scheduling, data use, 
and anticipated costs for the establishment of an EMS 
data system in Step 5 and for subsequent steps. 

Step 5: Establish EMS data system. 

1) The survey of local EMS systems (Step 3) and the 
subsequent analysis (Step 4) will permit identification 
of major problem areas and of geographic locations 
of concern. Such identification is based largely on 
informed judgment and, in any event, reflects only 
partial coverage of the State or of EMS system ele- 
ments (unless a detailed study has been made for the 
State). 
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2) In most States statistical dnta on the operation and 
capabilities' of emergency services are limited or 
nonexistent. Routine reporting on accidents is under- 
taken only by State and local police, who are concerned 
primarily with causes rather than with consequences. 
Information on injuries is limited and is not classified 
in a form suitable for assessing EMS requirements. 
Typically, no reporting is done by ambulance company 
or emergency room personnel. It is not possible, us- 
ing currently available data, to document specific in- 
adequacies in EMS system operations or to determine 
program priorities other than in a general way. Step 

5 involves the development and implementation of a 
data system designed to provide, on a routine report- 
ing basis, the data required to document system opera- 
tions,, identify probleni areas, and measure the impact, 
of system modifications. 

3) ; Characteristics of a data system. 

The critical componeiits of an EMS systeni ane: 

a) A reporting source, 

b) Emergency department-facilities. 

c) Law enf or e em ent agencies . 

d) Ambulance serA^ice. 

e) Communications. 

4) Deficiencies could occur at any one or several points 
in this system; for example, in some areas a major 
problem may be inordinate time between occurrence 
and discovery of crashes. In other areas facilities 
for accident reporting may be limited, communica- 
tions may be inadequate, ambulance personnel may 
not be sufficiently trained in first aid t echniques, or 
emergency room capability may not be adequate to 
handle certain types of emergencies. 

5) To be effective, therefore, a data system should have 
the capability to measure performance of each 

iy-4^ 



component as a basis for identifying such problem 
areas. Two types of data are required for a com- 
pr'3hensive system: inventory data (describing the 
characteristics of the local system) and response data 
(describ'ng the performance of the system). * 



a) Inventory data. 



The purpose of collecting data of this type is to 
provide a description of what can be termed EMS 
assets. These include the communications network 
(central facilities, provisions for summoning and 
dispatching aid, capability for two-way communica- 
tion, etc. ), ambulance services (equipment, first 
aid supplies, personnel by level of training), emer- 
gency medical facilities (equipment, staffing) and 
emergency care training resources. Data of this 
type wonld be collected once, with provision for 
updating to reflect changes, 

b) Response data. 

The purpose of collecting response data is to pro- 
vide a basis for assessing system performance. 
For 'all injury crashes, data are required on the 
various critical times from occurrence of crash to 
receipt of definitive treatment, on injury charac- 
teristics, and on first aid rendered at the scene or 

route to hospital. Reports are required from 
police, ambulance attendants, emergency room 
personnel, and from the communications center if 
there is one in the area. These data should be 
routinely collected to provide a statistical data base 
for continuing evaluation of system performance. 
Their provision should not, however, in any way 
be organized so as to interfere with immediate and: 
optimum EMS. 

-6) Test studies in various parts of the country prior to 
preparation of this volume indicated that a significant 



^Detailed descriptions, including data collection formats, are provided 
in the guidance document. Emergency Medical Services Survey and 
Plan Development (see footnote on p. xx). 
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proportion of the injuries sustained in highway crashes 
are minor. A two-level system for data processing, 
providing for limited analysis of minor injuries and 
more detailed analysis of moderate and severe injuries, 
may be possible after experience has been gained with 
the data system as currently defined. 

7) The importance of local interest and active participa- 
tion in data reporting was referred to above. It is 
emphasized again here because it is vital to the success 
of a data system that relies on reporting by a variety 

of organizations. Step 3 activities should provide 
points of contact in each community to be used as 
nuclei for generating local interest. But a more 
formal arrangement would be desirable so that the 
effort required to initiate the data system can be 
' properly coordinated and continuity can. be maintained. 

8) A completely formalized arrangement cannot be ap- 
plied to all States equally, because of variations in 
local government organization and State-local rela- 
tionships. One State, for example, has enacted ^ 
legislation requiring each county to establish an emer- 
gency medical committee to -planvand evaluate emer - 
gency car e in the county. Responsibility for the data 
system would be an appropriate function for such a 
committee. Another State is planning to locate an 
employee of the State health department in urban 
counties to assume responsibility for EMS planning 

or evaluation. Experience with other complex pro- 
grams suggests that an organization arrangement, 
including a broadly representative comr tee with 
specific program responsibilities and a ^^i^^s-nent 
full-time staff> off ers a reasonable-guarantee of 
success. 

9) The first activity in Step 5 is to delineate EMS re- 
porting areas on the basis of information collected= 
in Step 3. This activity should be undertaken con- 
currently with Step 4 activities so that data collection 
procedures can be initiated as soon as possible. In 
many States the county is an appropriate area within 
which to evaluate EMS, particularly since the county 
hospital is frequently the major source of emergency 



IV -49 



70 



treatment and since counties often have regulations 
covering emergency services. In rural areas, it may 
be more suitable to conduct planning on a multicounty 
basis. In areas where counties are not strong units 
of government, separate treatment of incorporated 
and unincorporated areas may be warranted. In gen- 
eral, initial area designations should reflect hospital 
and ambulance service areas, subject to the political 
constraints referred to above. 

10) . Procedures for coding and processing data received 

from the various reporting entities are included in the 
guidance document. Several organizational alterna- 
tives are available to accomplish this function, rang- 
ing from complete responsibility at the local level to 
complete responsibility at the State level. 

11) Analysis of data processing requirements for the in- 
ventory data system suggests that most of this effort 
should be done at the State level. The primary func- 
tions to be performed at the local level include collec- 
tion of data, reviewing data forms for completeness, 
and following up with participating organizations when 
required^ 

12) Past studies of data systems requiring continuous re- 
porting such as the response data system suggest that, 
as a minimum preliminary screening and matching 
and coding of report forms should be done at the local 
level. This simplifies foUowup procedures that may 
be required to fill data gaps or obtain missing report 
forms. After coding has been completed, data proc- 
essing couldTbe done on local equipment, either com- 
munity-operated or operated by a comniercial service 
center, or forms could be sent to the State level for 
processing. 

Step 6: Identify deficiencies in local EMS systems. 

1) The data system described in Step 5 permits two levels 
of deficiency analysis to be undertaken. Inventory data 
can be used to assess the extent to which communities 
are meeting the first six requirements of the Standard 
and any State requirements that have been introduced. 
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Since response data constitute the major input to pro- 
gram evaluation, these data provide the basis for 
more precise identification of deficiencies and for 
specification of more detailed requirements that can 
be done with inventory data alone. 

2) Analysis of inventory data provides documentation on 
training levels of emergency personnel, characteris- 
tics of transportation and communications equipment, 
and arrangements for coordination of emergency sys- 
tem elements. This will permit further revision of 
the comprehensive State plan as modified in Step 4. 
However, the information is primarily descriptive and 
does not provide an objective basis for assessing ade- 
quacy of such EMS requirements as exist at State and 
local levels, 

3) Response data fill this gap but require continuing 
analysis for periods of time-that vary widely accord- 
ing to frequency of highway crashes and level of 
analytical detail required. Three types of data essen- 
tial to an evaluation of EMS systems are required: 

a) Type and severity of injuries. 

These data are essential to-determining time of 
response and skill level requirements, 

b) Emergency care actions taken. 

These data are the basis for judgments regarding 
adequacy of training of emergency personnel and 
of others assisting at the scenes of crashes, 

c) Time sequence. 

These data reveal problems in system response to 
highway crashes, 

4) The guidance document provides a list of report for- 
mats which could aid in system assessment and the 
potential use of each. 
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5) Response data can serve a variety of other local pur- 
pos*^s. For example, information on crash locations 
relative to ambulance and hospital locations can be 
used to develop an optimal ambulance location plan. 
Detailed analysis of time-sequence data can be used 
to identify specific geographic problem areas and to 
provide the basis for cost-effectiveness analysis of 
remedies. Analysis of injury characteristics can be 
of value in evaluating emergency room staffing patterns. 

Step 7: Determine priorities and provide funding for 
support of local activities to upgrade EMS. 

1) After deficiencies in local EMS systems have been 
identified, the preliminary comprehensive EMS State 
plan should be revised to include specific program 
actions, indicating priorities to be applied to each. 
In practice, both local and State committees will be 
assessing needs and developing specific program sug- 
gestions. Both groups will be faced- with priority 
problems. The local committee must assess alterna- 
tive approaches within the EMS area; the State com- 
mittee must assign priorities among areas. 

2) The difficulty is that there are often several alterna- 
tive solutions to a given problem. It is not appropri- 
ate to specify an approach to the assignment of pri- 
orities that must be followed by all States. It is 
suggested, however, that each local committee be 
urged to accept responsibility for assessing local 
needs and recommending alternative programs based 
on guidelines provided by the State. Each recom- 
mendation should be documented, to the extent possi- 
ble, in terms of estimated cost and potential' impact 
on volume of fatalities and severe injuries. State al- 
locations could^be based on a comparative evaluation 
of these programs in approximate cost -effectiveness 
terms and on an assessment of the distribution of 
funds (on a per capita or per vehicle mile basis) that 
would result. 

3) The preliminary State plan developed in Step 4 should 
be revised to reflect these program decisions and 
should be resubmitted to NHTSA. At this time, / 
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specific requests for Federal funds can also be made 
in accordance with procedures specified by NHTSA. 



h. Step 8: Establish procedures for periodic evaluation 
of EMS program and refinement of State plan. 

1) Periodic evaluation of progress is an essential ele- 
ment of an EMS program, to compare actual accom- 
plishment with goals established in the State plan and 
to permit continuing assessment (and modification, if 
indicated) of data system inputs. 

2) Several types of reports should be prepared on a 
periodic basis: 

a) Inventory characteristics, by community. 

These data can be used to compare progress made 
in achieving existing standards or standards that 
will be developed^ at Federal, State and local levels. 

b) System reponse. 

If problems have been identified in response times, 
in first aid provisions, or in other aspects of sys - 
t em performance, summaries of these elements 
(prepared on at l^ast an annual-basis) will indicate 
improvements resulting from program actixnlties. 
This provides a basis for assessing the effective- 
ness of program activities. 

c) Deficiency analysis. 

This is essentially an output from reports described 
in this chapter. It is a listing of deficiencies, by 
area, that still require program action and should 
be used as a guide for reevaluating and redirecting 
program activities as necessary. 

PERSONNEL TRAINING 

A. General. 

1. The *'Basic Training Program for Emergency Medical 
Technicians-Ambulance,^* prepared in compliance with the 
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recommendations of the National Academy of Sciences, is 
the recommended course of instruction for ambulance driv- 
ers/technicians. The course was designed to provide ap~ . 
proximately eighty-one hours of formal instruction and der 
scribes the minimum level of performance and competence 
required of trained ambulance personnel. Because of the 
existence of an adequate and recommended training course. 
Federal 402 funds will not be used for designing or develop- 
ing new basic training courses. 

2. Personnel who have received prior training in American 
Red Cross Standard and Advanced First -Aid Courses may be 
credited for equivalency training toward the eighty-one 
hours, if they possess a valid certificate from a Red Cross 
or State EMS instructor. In addition, under proper guid- 
ance, individuals may receive on-the-job training as part of 
the-eighty-one hours instruction, if the State program so 
authorizes. For a course to be considered equivalent to 

the DOT 81 hour course it must be equal in course content 
and time allocated to instruction. (See Appendix B, ) 

3. Appendix H contains an Outline of Material for Ambulance 
Personnel Training. ' 

4. The "Basic Training Program for Emergency Medical 
Technician -Ambulance" is available from the Superintendent 
of Documents, U. S. Government Printing Office, Washing- 
ton, D, C. 20402. Three volumes can be obtained from that 
address at the prices shown.^ 

a. CONCEPTS AND RECOMMENDATIONS, GPO #USGPO: - 
1970 TD -2: 208: EM 3, $0/35 per copy. 

b. COURSE GUIDE AND COURSE COORDINATOR ORIEN- 
TATION PROGRAM, GPO #:USGPO;1970, TD-2:208:EM 
3/2, $0, 30 per copy, 

c. INSTRUCTORS LESSON PLANS, GPO #USGPO: 1970, 
TD-2:208:EM J3/3, $2. 50 per copy. 



*A11 GPO items carry a 25% discount on quantities of 100 or over of each 
item when mailed to the same address. 
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Suggested Method for Establishing Emergency Medical 
Technician Training Centers. 

!• To better enable emergency medical care personnel to 
carry out their responsibilities as recommended by the 
Committee on Emergency Medical Services, the National 
Academy of Sciences, in their publication/^ '^Training of 
Ambulance Personnel and Others Responsible for Emergency 
Care of the Sick and Injured at the Scene and During Trans- 
port, states: ^\ . . Employees or volunteer members of 
public and private organizations, having a responsibility 
for the delivery of health services., must be trained in, and 
be held accountable for, administration of specialized emer- 
gency care and delivery of the victims of injury or acute 
illness to a medical facility. This category of lay persons 
includes ambulance personnel, rescue squad workers, po- 
licemen, firemen, lifeguards, workers in first aid or health 
facilities of public buildings .and industrial- plants, attendants 
at sports events, civil defense workers, paramedical per- 
sonnel, and employees of public or private health service 
agencies. Specialized training, retraining, and^accredita- 
tion of such persons necessitates development of training 
courses, manuals, and training aids adequate to provide 
instruction in all eniergency care short of that rendered by 
physicians or by paramedical personnel under their direct 
supervision. 

2. The Department of Transportation has complied with the 
above recommendation by contracting to have a series of 
training courses developed, the first of this series being 
the "Basic Training Program for Emergency Medical 
Technicians -Ambulance. 

3. The course consists of 25 lessons involving approximately 
71 hours of classroom instruction and demonstrations. A 
minimum of an additional 10 hours of in-hospital emergency 
room training is highly recommended. 

4. The course is designed to be offered two hours a night, once 
or twice a week, rather than on a continual eight -hours -a- 
day basis. This training procedure was selected because it 
is advisable for the trainee to practice and develop profici- 
ency in each of the critical skills of emergency medical care 
before advancing to the next lession. Riding as a third person 
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with an active and experienced crew during the training 
period should be considered an essential part of the train- 
ing experience along with the in -hospital emergency room 
training, 

5. With training offered on an evening basis, it is desirable to 
have the training institution within a reasonable distance of 
the emergency medical care personnel. Consequently, the 
local community hospital is a logical site. With the results' 
of a rather simple survey, hospitals can be selected that 
are central to an appropriate number of ambulance services 
in a given geographic location. The most ideal instructors 
for the basic course are the emergency room staff, physi- 
cian, nurse, and technician. In selecting instructors, 
trained ambulance and rescue personnel should not be over- 
looked, as some of the medical profession do not fully ap- 
preciate the specialized skills these technicians possess. 

6. There are a number of distinct advantages in conducting 
these training courses in the local community hospital: 

a. Ambulance personnel will be more readily identified as 
an essential part of the emergency medical team; 

b. There is a built-in evaluation system of the training pro- 
gram by the condition in which patients are brought to the 
emergency room by the ambulance personnel; 

c. It is a simple matter to change the course direction or 
course emphasis to meet seasonal needs; 

d. New emergency care techniques or new equipment can 
easily be introduced into the training program; and 

e. Refresher courses can be offered to selected ambulance 
crews that lack a sufficient number of calls that are 
normally required to keep them alert to the variety of 
medical emergencies they may be required to handle, 

7. A full-time staff wiil be needed to establish and coordinate 
these training centers and to assist in carrying out other 
projects of the overall statewide emergency medical serv- 
ices plan, A portion of the EMS staff could work out of the 
central office of the State agency designated the responsibility 
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for statewide, comprehensive EMS program development, 
or selected staff could be assigned to regions within the 
State. The work of the regional staff would be significantly 
reduced if the State authority had an active State emergency 
medical ser\''ices advisory committee. The counterpart of 
the committee members at the local level should be formed 
into local councils. The local council should be delegated 
the responsibility for carrying out the various aspects of 
the statewide program with the cooperation and assistance 
of the regional coordinators. 

8. Equipment and supplies that are the suggested material 
required for the training aids of each of the centers are 
shown in Exhibit X. Most of the equipment should last sev- 
eral years. If the supplies are purchased by the State 
agency, a worthwhile discount should be realized. There is 
no need to purchase an ambulance, as one can always be 
made available from one of the local services. 

9. The State Agency should also purchase a supply of films, and 
schedule them according to need. The following films may 
be considered and are available as indicated: 

"EMERGENCY eHILDBIRTH".. . . . . . . . . . . $ 85. 00 

• Division of Emergency Health Services 
Rockville, Maryland 20852 

Attention: Training Officer,. Room 14 A5 5 

Local Office of Civil Defense 
"HEART AND CIRCULATION". .......... 150. 00 

"PULSE OF LIFE". ............... 250. 00 

"BREATH OF LIFE" . 160. 00 

• State Health Pepartment 

• Local Heart Association 

• American Heart Association 

44 East 23rd Street, New York, N.Y. 10010 
"RESPIRATORY RESUSCITATION TECHNIQUES" . . 280. 00 

• Society of Anesthesiologists 

P. O. Box 430, Bronxville, N. Y. 10708 
"WONDER ENGINE OF THE BODY" 150. 00 

• American Medical Association 

535 N. Dearborn Street, Chicago,. 111. 60610 
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EXHIBIT X 

BASIC EQUIPMENT AND SUPPLIES FOR A TRAINING 

INSTITUTE 

(20 students per class) 



Quantity 
2 



6 
2 



Item 

SPINE BOARD, Short and Long with 
Accessories, @ $90. 00 each . . . 

EXTREMITY SPLINT, Hinged, Half- 
ring, @ $40; ea. . . . . . . . . . 

ORTHOPAEDIC -TYPE STRETCHER,^ 
@ $100 each. . . ... ... . . ^ 

ARTIETCIAL VENTILATION DEVICE, 
Portable, manually-operated, self- 
refilling, porta.bre bag-valve -mask 
unit that operates with either air or 
oxygen enrichment ........ 

OROPHARYNGEAL AIRWAYS, Adult 
and Child, Child.and Infant, @ 
$2. 50 each ........... 



TONGUE BLADE, @ $1. 25 each . . . 

STAIR CHAIR, @ $70 each . . . . . 

OXYGEN INHALATION EQUIPMENT, 
Portable 3 00-liter capacity, 
equipped with yoke, pressure gauge, 
flow meter, delivery tube, and 
clear oxygen mask. Unit should 
be capable of delivering an oxygen 
flow of at least 10 lit ers/ minute . . 



Total 
Estimated 
(1971)Cost 



$ 180.00 



80. 00 



200. 00 



60. 00 

15. 00 
7. 50 
140. 00 



75. 00 



IV-58 

7B 



ERIC 





(Continued) 




Quantity 


Item 


Total 

JllO tilAici L 

(1971) Cost 


1 


SUCTION, Portable. Should provide 
vacuum and flow adequate for 
pharyngeal suction. Fitted with 
large bore, non-kinking suction 
tubing and a rigid pharyngeal suc- 


$ 175.00 


6 


AlK, bJr JjiiN i b, 6 r ull-leg, 6 r uli-arm, 
@ $15 ea. 


90. 00 


.3 


STETHOSCOPE, @ $45 each .... 


135.00 


3 


BJjOOD JrrlllibbUrtili IVlAiNUM Jli i ilirt. 


135.00 


1 


4 -Ton STARTER RESCUE KIT . . . . 


185.00 


1 


PADDED BOARD SPLiINTb, ^ X 15 ; 
36"; 54" 10 sets each. . . . . . . 


150.00 


2 


ROPE SLING, @ $15. 00 each .... 


30.00 


1 


MISCELLANEOUS supplies for dress- 
mg, paaaing lor wounas ana irac- 


250.00 


2 


EXTRA OX xCtEIN lAJNrLb, bize D, 
@ $20 each 


40.;00 


2 


0. B. KIT, @ $15. 00 each 


30.00 


2 


RESUSCI-ANNE, Complete with Card- 
iac Compression Equipment and 
Accessories, @ $185 each . . . ; 


o 7U. UU 
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EXHIBIT X 
(Continued) 




Quantity 


Item 


Total 
Estimated 
(1971) Cost 


25 


AMERICAN ACADEMY OF OR- 
THOPAEDIC SURGEONS TEXT, 


$ 123.75 


30 


BASIC TRAINING MANUALS: 

5 Instructors' Lesson Plans @ 

$2. 00 each 

25 Courses @ $0. 30 each .... 


10. 00 
7. 50 


3 


PRY BAR (Extrication), @ $5. 00 each 


15. 00 


5 


BLANKETS, @ $5. 00 each . . . . . 


25.00 




TI^/'^VT^ " A T- A V^ViM ^^^^ ^ 


On c.OQ 7C 



ERJC 
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10, Where the training is provided by a physician or other 

professional staff member on a salary at the hospital, other 
institution or agency, the costs thereof and other expenses, 
e, g, , travel, are considered to be participating costs, 

C, Medical Self-Help Training. 

1. A Medical Self-Help Training Program was designed to 
prepare the general population for survival by using their 
own knowledge in a time of a national disaster. The program 
was developed on the premise that families may not have 
medical assistance, normal food sources, water supplies 

or sanitation facilities, and may need to sustain themselves 
in a shelter environment for a prolonged period of time. 
This training program was developed by the Public Health 
Service and the Office of Civil Defense in cooperation with 
the American Medical Association, Council on National Se- 
curity, and Committee on Disaster Medical Care. 

2. The above training course was not designed for the instruc- 
tion of ambulance personnel. If ambulance personnel wish 
to receive disaster emergency care instruction, it should be 
given after and apart from the DOT emergency care courses. 

MISCELLANEOUS 

A, "Star of Life" Emergency Medical Care Vehicle-Ambulance 
Symbol. 

1. This reiterates the' adoption of the blue "Star of Life" em- 
blem and mandatory use. This constitutes a change to secr 
tion 7^. 3 of the ambulance design criteria which states, "a 
cross of reflectorized Omaha orange on a square background 
of reflector ized white , . . . " The blue "Star of Life" may 
or may not be reflectorized, however, reflectorizing is 
recommended. (See Exhibit XI)^ 

2. Investigation indicates that use of "a cross of reflectorized 
Omaha orange on a square background of reflectorized white" 
might violate a Congressional grant to the Red Cross of ^ -the 
right to have and to use . . . as an emblem and badge, a 
Greek Red Cross on a white background, as the same has 
been treated in the treaties of Geneva" (33 Stat. 600^ 36 
U.S. C, S 2, Januarys, 1905). In fact. Congress has passed 
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EXHIBIT XI 

'' STAR OF LIFE SYMBOL^ ' 

Emergency Medical Care Vehicle -Ambulance 

The "star of Life" is a six-barred cross upori which is superim- 
posed the Staff of Aesculapius (es"cu-la*pi-us) who, in Roman 
Mythology, was the god of medicine and healing. 



Dimensions: Size A Size B Size C 

Length of bar 3" 12" 16" 

Width of bar 3/4" 3" 4" 

Length of Staff 2-1/2" 9-1/2" 12-1/2" 

White background 4" square 14" square 18" square 

Clf required) 
All exterior angles between bars - 60^ 

Deviations must be proportionate. May be reproduced and 
applied locally when authorized. 
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Title 18, U^S.C. S 706, Red Cross, w-V- oh specifically 
prohibits; with several inapplicable exceptions, the use by 
any person of any sign or insignia made or colored in imita- 
tion of the Greek Red Cross on a white background. The 
orange cross specified by the National Highway Traffic 
Safety Administration (NHTSA) clearly is a ^'colorable 
imitation^* of the Geneva Red Cross under the trademark 
appropriation lav/ of the United States, and the Design 
Criteria, therefore, appear to encourage an imitation red 
cross for ambulances, 

3. The Red Cross controls unauthorized use of their emblem by 
notifying users of the S 706 prohibitions and relying on their 
good faith to discontinue use. They believe the Department 

of Transportation (DOT) Criteria violate S 706 as "an insignia 
made or colored in imitation of the Greek Rc^. Cross, " con- 
sisting as it does of an identical geometric figure to the Red 
Cross utilized in a medical environment. 

4. The most recent Red Cross Treaty Con veriti on, "Geneva' 
Convention for the Amelioration of the Condition of the 
Wounded and Sick in Armed-Forces in the Field of August 
12, 1949, " 6 UST 3114 (1955), allows peacetime use of the 
red cross" as ah exceptional- measure" on ambulances (1) 
with the express permission of the Red Cross and (2) in 
conformity with national legislation :(6 UST 3114 Art 44). 
The Convention was ratified by the United States in 1955, 
but the use of a red cross by ambulances was not legislated. 

5. It has been concluded by NHTSA that it is proper not to 
further interfere with the organizational identification pro- 
vided by the Greek Red Cross. Rather, it is considered 
preferable to adopt a separate symbol which clearly and 
distinctively identifies the emergency care vehicle or am- 
bulance within the total spectrum of the Emergency Medical 
Care system. The "Star of JLife" has already been identified 
by the medical profession as a medical emergency symbol 
and its highway related use encouraged by the American 
Medical Association. Its use as provided for herein is also 
concurred with by the appropriate agency and its advisory 
council within the Department of Health, Education and 
Welfare. 
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6. This symbol is applicable to all ambulances purchased 
under the DOT /EMS program and criteria. It is also 
recommended and encouraged that the States employ this 
symbol for all ambulances (public and private) which meet 
DOT criteria for service or are in the process of upgrading 
and routinely respond to medical emergencies. Highway 
safety funds may be expended for the purpose of applying 
this symbol to all vehicles in use (public and private) which 
qualify as well as those which have already been procured 
under DOT criteria and funding assistance. 

Color Standards and Tolerances-Emergency Medical Care 
System 

1. The ambulance colors orange (stripe or band) and blue 
(markings) shall be the same as those specified as Safety 
Orange and Safety Blue in American National Standard 
Z53. 1-1974, Safety Color Code for Marking Physical 
Hazards. They shall comply with the following tolerances 
expressed in terms of Munsell hue, value (lightness), and 
chroma (saturation) as follows: 

Ambulance Orange, S.aOYR 6.i0/15 with tolerances in 
hue, value, and chroma of: Hue-f, 6..25YR; Hue-, 
3. 75YR; Value-f , 6. 5; Value-, 5. 5; Chroma-f , unlimited; 
and Chroma-, 13. 

Ambulance Blue, 2. 5PB 3. 5 /iO v/ith tolerances in hue, 
value, and chroma of: Hue-f , 4. 5PB; Hue-, 10. OB; 
Vsdue-f , 4. 0; Value-, 3. 0; Chroma-!-, unlimited; and 
Chroma-, 8, 

2. Color Tolerance Charts containing the color standards 
and tolerances for Ambulance Orange and Blue will be 
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available from the National Technical Information 
Service (NTIS), Springfield, Virginia 22151, * 

3, Colors are specified by their Munsell notations. The 
Munsell System and its visual attributes of hue, value, 
and chroma are described in ASTM Method D1535 
(American Society for Testing and Materials, 1916 Race 
Street, Philadelphia, Pennsylvania 19103). 



*These Standard Safety Color Code color tolerance charts are 
^ available either as a set of two. Ambulance Orange and Ambulance 
Blue, or as the full set of six Safety Colors, Safety Red, Orange, 
Y/ellow, Green, Blue, and Purple. These Stxfety Colors are also 
Used in the marking of hazardous materials transported on the 
highways, by rail, water, or air. At a spill on a highway. Highway 
Safety Program Standard 16 - Debris, Hazard Control and Cleanup 
is the applicable standard, 

(Standards controlling the cleanup of spills on railroads, at air 
crashes or other locations where ambulances would be called, should 
be added here), 

IV-65 

8fi 



U.S. DEPARTMENT OF TRANSPORTATION 
NATIONAL HIGHWAY TRAFFIC SAFETY ADMINISTRATION 



HIGHWAY SAFtTY PROGRAM MANUAL . 



VOLUME 11 

Emergency Medical Services 


TRANSMITTAL 
36 


CHAPTER V. 
Program Evaluation 


April 15, 1974 



(42-01) 



Par. L Introduction 

II. Evaluative Measures 
III. Methodology 

1, INTRODUCTION 

The purpose of program evaluation is to relate program results 
to objectives in order to determine program progress, effective- 
ness and guide future actions. The Standard requires that the 
State EMS program be periodically evaluated and that the NHTSA 
be provided with an evaluation summary. Such an evaluation is 
essential to assess the success of a program, to determine the 
soundness of its goals and objectives, and its current direction. 
It is a prerequisite to further planning or modification of existing 
plan elements. 

Il-i EVALUATIVE MEASURES 

A. Evaluative measures are basically qualitative and quantita- 
tive* A configuration of such measures should ^e developed 
that will give State EMS program managers the capability 
to evaluate the performance of each component :>f the sys- 
tem. Chapter IV, paragraph V, of this volume outlines in 
detail the establishment of a data system which would pro- 
vide on a routine reporting basis data regarding EMS opera- 
tions. This chapter and the guidance document, described 
in Chapter IV, set forth in greater detail performance meas- 
ures useful for program evaluation. 

B. Cost comparison evaluation should also be considered in 
the evaluation of alternative approaches to implementing 
specific program tasks. 
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METHODOLOGY 



Once the EMS program is established and the EMS data system 
implemented, information provided by the data system will per- 
mit analysis at two levels. Inventory data can be used to assess 
the extent to which the State is making progress toward achieving 
the requirements of the Standard, as well as related Stat^^ stand- 
ards or requirements that may have been established. Response 
data can be used for a more precise identification of time delays 
in EMS performance. Over a period of time, both types of data 
will provide the basis for documenting system operations, identi- 
fying problem areas, measuring the impact of system modifica- 
tion, and evaluating effectiveness of the State EMS program. 
(Chapter VI suggests a method for structuring the evaluation 
process. ) 
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I. INTRODUCTION 

An important aspect of the State EMS program is a data system 
to provide the necessary information on the capabilities and 
responsiveness of the EMS system. A series of management 
and evaluation reports should result from-the data system which 
can be used to make program decisions and io evaluate the ef- 
fectiveness of program actions. The purpose of this chapter is 
to outline the various types of reports associated with the State 
EMS program. 

6 

n. OPERATIONAL REPORTS 

A. Local EMS committees can use operational reports received 
from the various EMS system components in a number of 
ways: 

1. Information on individual emergency rooms can be used 
as a basis for plans for directing ambulances to the most 
appropriate hospital. 

2. Information on characteristics of individual ambulance 
companies can be checked against req;:Srements con- 
tained in^ocakordinances, regulatious, and contracts. 



VI -1 



B, The data system suggested for implementation by States, as 
described in Chapter IV,. consists of two parts: 



1, Inventory system. 

Reports should be required periodically for the inventory 
system to provide an up-to-date statement of capability. 
Reports should be required from each component of the 
EMS system in a reporting jurisdiction, indicating basic 
capability: 

a. Personnel (by level of training), 

b. Equipment, 

2, Response data system. 

Reports should be required from each coniponent of the 
EMS system:_for the response data system on each crash 
requiring EMS, These reports^ should 'describe injury 
characteristics, treatment, and system response, 

3, Data Requirements, 

Previously issued guidance included information? on the 
development of an effective emergency medical services 
program. The following is a specific listing of lactors 
^yhich should be used as a minimum in dev eloping EMS 
programs; these factors and the degree to which the State 
annual and comprehensive programs reflect their applica- 
tion will be used in reviewing the programs and approving 
Section 402 Federal funds for EMS programs. These fac- 
tors should also be utilized in the State evaluation of EMS 
programs, * 

a. General Data Elements - Ambulance,** 

1) Other ambulance operations - A record of other 
ambulance services (including number and type of 



*The GUIDANCE DOCUMENT FOR EMERGENCY MEDICAL SERVICES 
AND SURVEY AND PLAN DEVELOPMENT is available from the Na- 
tiona;i Technical Information Service, 5285 Port Royal Road, Spring- 
fie/J, Virginia 22151, telephone (703) 321-8500, at $3. 00 per copy. 
The Document Number is PB-192 735. 
**See Appendix S. 
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vehicle and staffing) which operate within the fed- 
erally-funded project response area, and whether or 
not the project service constitutes competition with 
such services, should be maintained. 

2) Volume of calls - The total number of calls and the 
number which are traffic-connected should be re-- 
corded. Dry runs and false alarms which do not 
result in patient transport are responses, and are 
to be included in these totals. This includes trans- 
fers between facilities, if required for proper care 
of the traffic victim. 

3) Response area - The area and the population of the 
response area should be recorded and a map main- 
tained which shows roads and ambulance locations* 
-States should: ensure that one response area is not 
over -populated with ambulances while another is 
lacking. 

4) Response time - Maintain: a record of expected max- 
imum response times (_elapsed= time between receipt 
of call by dispatcher and time o£ arrival at the scene) 
and: any unusual conditions affecting this factor. The 
time of accident from the police report should also 
be recorded to obtain data on detection time. This 
will provide a continuum of time intervals for study 
and analysis. 

5) Improvement - Maintain a record of how the existing 
service, if any, will be --or is— improved by a given 
Federally-funded project. 

6) Hospital coordination - Consideration must be given 
to hospital coordination aspects, such as prear- 
ranged agreements for acceptance of emergency 
patients and exchange of equipment. Written proced- 
ures should exist for transfer of an emergency patient 
from a hospital of initial stop -to another hospital. 

Emergency Medical Technician Development - 
Personnel Training 

1) Ail State and local projects which receive Federal 
funding assistance under Section 402 must maintain= 
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the following information as a matter of record: 
(This information should be included in the State - 
AWP submission to the extent feasible. ) 

a) Total AWP training requirements for basic and 
advanced training. 

b) Estimated number of personnel to be trained 
during the grant, project or contract period. 

c) Estimated number of ambulance personnel (fuU- 
and part-lime) in the State, specifjring the number 
of personnel paid and the number of personnel 
who are volunteers. 

d) Courses to be used; if other than the recommended 
DOT Training Courses, describe and include total 
course materials, i.e., instructor outline and 
total hours of instruction, and justify substitution 
to the National Highway Traffic Safety Administra- 
tion (NHTSA) Regional Office when submitting the 
Annual Work Program Subelement Plan and 
include in comprehensive EMS plans. 

e) Description of course administration, including 
locations, schedule, and potential attendance in 
each location. 

2) At the conclusion of the work plan, project or grant 
period, or in periodic reports, the following informa- 
tion must be available for submission to the NHTSA 
Regional Administrator: 

a) Actual number of courses conducted. 

b) Number of students in each location. 

c) Number of students who were awarded certificates 
of completion in each location. (See Appendix R) 

d) Retraining, certification and requalification re- 
quirements including recognition between 
contiguous States 
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e) Comments (difficulties encountered and any 
recommendations for improvement). 

MANAGEMENT REPORTS 

As the data system is implemented, a series of management 
reports should be developed to aid in effective program manage- 
ment. 

A. Local (reporting jurisdiction). 

Local EMS committees can evaluate system performance by 
using a series of EMS operational reports suggested in Annex 
11 to Appendix II of the guidance document referenced in 
Chapter IV. For example, these committees may find vari- 
ations in response time within the reporting jurisdiction which 
may indicate areas where additional ambulance services are 
required. Excessive time between crashes and. their report- 
ing in certain areas may suggest the need :f or additional sur- 
veillance or for installation of call boxes or other equipment. 
Deficiencies indicated by reports generated by the response 
data system can be checked with a report derived from the 
inventory data system, which, in its simplest form, is a 
printout of information provided by the EMS: system com- 
ponents. This report may be compiled locally or at the State 
level. 

B. State, 

Reports summarizing inventory and response data system in - 
forniatibn for the various reporting jurisdictions provide the 
State EMS committee with a basis for assessing program 
operations. They also provide a basis for identifying either 
regional or functional deficiencies in EMS that s_hould-be ex- 
plicitly considered in the State EMS plan. With this base. 
State-level decisions can be made regarding future plans and 
operations. 

C. State summary.- 

Following the preparation of a preliminary comprehensive 
EMS plan (Step 4 in the plan development process as outlined 
in Chapter IV), the State should prepare a summary outlining 
proposed organization arrangements, scheduling, data use. 
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and anticipated costs for the establishment of an EMS data 
system and for subsequent program analysis and evaluation, 
and include: 

1. Indication of major problem areas. 

2. Proposed leg:islative or administrative actions. 

3. Special studies required for legislative decisions. 

IV. PRCXJRAM EVALUATION REPORTS 

The data system should include the moans for evaluation of the 
results of program activities by local. State, and Federal govern- 
ments. 

A. Local (r eporting jurisdiction) . 

Provision should be made for periodic updating of inventory 
information. The Ibcal EMS committee can therefore-deter- 
mine changes in training levels, equipment maintained, and 
emergency facility capability that have taken place during the 
period and can assess the extent to which program activities 
have contributed to these changes. The response data system 
should be continuous. Periodic reports on system operations 
can be used to evaluate specific program activities. Gare 
should be taken, however, to allow for the effects of other 
highway safety programs that might have a bearing on the 
results. 

B. State. 

Periodic reports of response data should be prepared to assess 
the extent to which program activities, at the State or local 
levels, have improved EMS operations throughout the State 
and to identify continuing problem a^oas that may require new 
or unique approaches. 

v.. REPORTS TO NATIONAL HIGHWAY TRAFFIC SAFETY 
ADMINISTRATION 

The NHTSA also intends to request each-State to submit an annual 
•evaluation summary as required by Section VIII of the Standard. 
The annual summary should include: 
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A, A brief statement of program activities during the year, 

B, State level summary results of EMS system inventory char- 
acteristics, system response information, and general sys- 
tem performance, indicating changes since the previous 
summary, 

C, Summary results of deficiency analyses at the local reporting 
jurisdiction level, 

D, Problems requiring corrective action and type of action, 
planned or under way, to remedy these problems, 

E, New development of action programs initiated since the 
Staters previous summary, 

P, Changes, since the previous summary, in State EMS programs 
and requirements (including legislative actions) and ih pro- 
gram schedules, costs, and organizations. 
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I. INTRODUCEION 

Interest, cooperation, and active participation of local govern- 
ment agencies and other organizations and individuals at the 
local level are paramount to meeting the goals of the State EMS: 
program. Local agencies play a decisive role in the develop- 
ment, implementation, and: conduct of the Statewide program. 
The extent of their participation should be based^ on a self- 
analysis of capabilities and facilities. When it is evident that 
locarl agencies are unable to perform necessary functions, they 
should look to neighboring community or county or State organi- 
zations for assistance. 

II. LOCAL PUBLIC AGENCIES WITH: RESPONSIBILITIES FOR 
PROVIDING EMERGENCY MOSDICAL SERVICES 

The following local public officials and/or local public agencies 
should be considered to have an interest or responsibility for 
developing and managing an emergency medical services program. 

A. Elected county and city officials and their immediate staffs. 

B. Coordinating committee representing agencies with EMS 
roles and thoir immediate staffs. 
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C. Public safety authorities such as the police, fire or Coast 
Guard. 

D. Health authorities, 

E. Public service authorities such as hazardous ca:r go control or 
civil defense. 

III. d; ^cription of activities 

Local public agencies are responsible for the following EMS 
activities: 

A. Elected county and city officials and their immediate staffs. 
1, Policy development. 

2,. Coordination of activities which are conducted :by different 
agencies. 

3. Encouragement of selected local private and volunteer 
groups including hospitals, ambulance services, and 
.meditsal groups to cooperate an^^^ participate in EMS pro- 
gram development and operation. 

4. Authorization or appropriatioh of funds necessary lor EMS 
program operation. 

5. Establishment, as appropriate, of EMS^pr pgr am planm 
and management staff. 

6. Public information-and education, 

7. Adoption, as necessary, of appropriate ordinances and 
regulations governing EMS aCtivitres, 

B. Coordinating committee representing: agencies responsible 
for providing EMS, ^(See Appendix Q) 

1. Establishment of EMS operating standards and: require- 
ments^ that are tailored: to local needs and that reflect, and 
are consistent with. State policies and requirements, 

2. Planning. 
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3. Periodic evaluation of adequacy of EMS. 



4. A central point of authority for administration of the EMS 
program to include: 

a. Administration of established standards or requirements. 

b. Collection, initial processing, analysis, and reporting 
of EMS data. 

c. Identification of deficiencies, suggestions for action 
programs and priorities, and requests for financial 
assistance. 

d. Submission of reports to the State, as required. 

5. Spokesman for politica:! jurisdictions and local EMS operat- 
ing components (an ambu for example) in 
dealing with-the State p jurisdictiohs, e. g. , for 
purposes of effecting mutuarl aid; 

6 . Point of contact and cdpr dinatipn with local proprietary 
and^ volunteer rescue squad organizations tp p 
understanding of and active participatipn in the EMS 
program, 

7. A point pf cpordinatipn among and between^ t health de- 
:P_artment and rocai- brganis^^^ such as the Red Grx?ss, 
civil defense pr disaster office, medical asspciatiph, 
hospital association, and; ambulance association. 

8. A central point for public relations and public information 
activities. 

C. Public Safety, Coast Guard and Rescue Authorities. 

1. depending upon the EMS plan adppted locally, the following 
activities-are often performed:'b either or both specially 
trained law enforcement or fir e .prptectipn .agency pers ohnel^ 

a. i Ambulance dispatching. 

b. Ambulance command and control. 
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c. Ambulance service. 

d. Rendering of emergency medical care. 

e. Extrication of the injured. 

f. Traffic control at the emergency scene. 

g. Security protection of the injured. 

2. Law enforcement personnel are usually involved in the 
detection arid reporting of crashes and requesting emer- 
gency medical services. (Chapter IV describes in detail 
recommended ways to perform these activities.) 

H ealt h aut b or it i e s . 

Health authorities usually perform the following activities: 

1. Evaluation and categorizing: of emergency medical 
facilities. 

2. Development and^ implementation: of education and trairiing 
programs for the public and for EMS personnel, 

3. Investigation to determine present andifuture EMS^needs. 

4. Collection, management, and provision/ distribution of 
EMS data. 
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U.S. DEPARTMENT OF TRANSPORTATION 
NATIONAL HIGHWAY TRAFFIC SAFETY ADMINISTRATION 
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CHAPTER VIII. 
Funding Criteria for 402 EMS Projects 


Apri? 15, 1974 



(42-01) 



I. 


Ambulance Grew 


II. 


Availability- 


III. 


Personnel T^raining 


iV. 


Vehicle Data 


V. 


Arnbulanc e Er ocur em ent 


m. 


Gornmufiications 


VII. 


Operating Costs 


VIII. 


Cost D et er niinatioh- 


IX. 


Charges 


X. 


Exi sting Ambulanc e S ervic e 


xr. 


Punding e r it eria Chart 


XII. 


Specializ edi Advanced: Medical- Equipment 



These criteria wiH be used by Nationar Highway Traffic Safety Adraih- 
istraUoh personnel in evaluating State Annual Highway Saf ety Work 
Rro grams and, specifically, EMS Subelement PJans. See Appendix A 
for standard implementation, guidelines. The application of 402 funds 
must be viewed as the application, of building blocks toward standard 
11 implementation as set forth in Appendix A. 

I. AMBULANGE GREW 

To provide proper emergency care to the patient and observation 
en route, there must be;a trained technician in additio^^ 
vehicle dri 'er. 

II. AVAILABILITY 

An effective project or service will have 24 -hours ~a-day person- 
nel availability and s ervic e. 
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IIL PERSONNEL TRAINING 



Both ambulance? crewmen (drivers and technicians) must be trained 
at not less than the DOT Basic Emergency Medical Technician 
Training Course or a described and approved equivalent. Ambu- 
lance technicians must be certified by a physician for use of the 
heart lung compressor, resuscitator, heart monitor, and cardi- 
oscope and defibrillator. (See Chapter IV, paragraph VI, and 
Chapter VIII, paragraph XIL Appendix R provides information 
on the availability and use of the NHTSA Certificate of Completion 
for all NHTSA Ambulance Technician Training Courses including 
dispatcher and extrication training. 

IV. VEfflCLE DATA 

The State must record the numb er, type, and year of vehicles 
available for use within each response area. Data on backup 
vehicles, periodic safety checks, strategic spot1:ihg-to reduce 
response time (time call^ received by dispatcher imtil vehicle ar- 
rives at the accident scene), arid mutual aid- agreements must be 
mairitained. Thes e will assist in obtairiing a better under staridirig 
of the required operation. For equipm erit , s ee Chapt er IV, 
Ebchibit IV; for design criteria, see Chapter IV,. paragraph_III.3. ^. 

V. AMBULANGE PROCUREMENT 

A satisfactorily-equipped amburarice (a^ par. IV. B. 2._, 

of any of the general types can presently be procured within a total 
cost of $15,:000. Therefore, only total vehicle costs riot to exceed; 
$15, 000 will be eligible for Federal .participation with Section^^^4^^ 
funds. This does not preclude purchase of amambulance which 
exceeds $15, 000 in tptal^ cost; however, that portion of total cost 
which exceeds $15, 000 must be excluded in computirig the Federal 
share. Used ariibularices may Id e procured provided they conform, 
or are modified to conform^ to the Federal Specification KKK -A -1822. 
AH procurement must take into-consideration the converiience and 
availability of s ervice and maintenance. Credit for trad erin value 
riiust be given as ari offset-agairist the purchase price of a new 
vehicle or replacement vehicle. 

VI. COMMUNICATIONS 

Mobile and fixed communications equipment are eligible items, if 
such equipment is routinely used for EMS system communications. 
((See Exhibitl of Chapter VIII. ) 
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OPERATING COSTS 

A. EMS system operating costs are eligible for participation only 
to the extent that they are incurred in traffic -related re-- 
sponses. Examples of such costs are personnel costs, ve- 
hicle maintenance, fuel and oil, office supplies and space, 
vehicle garaging, equipment maintenance, uniforms, etc. 
Traffic-related responses are those in'which: 

1. A vehicle or vehicles are involved; 

2. Pedestrian/vehicle accident responses, those which do not 
result in patient transport, and responses to falsely re- 
ported traffic crashes. The transfer of a traffic accident 
victim from a medical facility unable to provide adequate 
car e to a facility which can provide the needed care is 
eligible for consideration as a traific response. 

B. Federal participation is allowable for emergency ambulance 
service, traffic-related, operating cpst items. These items 
must be net of applicable credits. 

VIII. G0ST DETERMINATIONS 

Any acceptable method of cost determination which meets the re- 
quirements dutliriediabove may be used. Usually^ past records 
are available to determine the percentage of total calls which are 
traffic -related responses. Such a percentage can thembe applied^ 
to \totai operating cost to determine that part eligible for partici- 
pation. The percentage is to be reviewed'yearly and revised as 
appropriate. (An alternative method which might be consider^ 
although it involves more record-keeping—is the individual costing 
of each-traffic response to determine the total operatipna/1 cost of 
the responses. ); Records kept by the anibulance operators-and: dis- 
patchers to determine the actual percentage of traffic responses 
is also considered a satisfactory basis for allocation of direct arid 
indirect costs.. 

TX. CHARGES 

Maintain a schedule of charges, any no -charge service provided, 
and estimated =percent of non -collectable bills. If a contract is 
involved, describe the method of computation of cost, i. e.,, com- 
.petitive^bid, subsidy of uncoUectable bills, etc. 





X. EXISTING AMBULANCE SERVICE 



An existing ambulance or rescue service must meet the require- 
ments set forth in paragraphs I, II, and HI above for any separate 
Federal funding for equipment, communications, or administra- 
tive and operational support. Federal funds may be used to parti- 
cipate in the replacement of the ambulance of such a service where 
the replaced ambulance does not meet design criteria and is either 
unserviceable or at least seven years old or has 70, 000 miles. If 
the replaced ambulance was not obtained with Federal funding 
participation, it may be used as trade-in credit on the new vehicle. 
This is for the purpose of upgrading service for highway emer- 
gency responses. This provision does not apply to services which 
already have an adequate ambulance, which satisfies the criteria. 
It is expected that services which satisfy the criteria will continue 
tp^be maintained at Standard level without assistance; this permits 
the aUocation of funds to help others: m critical needs. 

XI. FUNDING CRITERIA CHART 

Exhibit I shows fundable items and the funding criteria in chart 
form, as well as the -basis for Federal participation in funding. 

Xn. SPECIALIZED MdVANG ED MEDICAL EQUIPMENT 

A, It has been noted that Federal 402 funds are being utilized in 
purchasing speciaiized/advanced equipment such as defibrillators 
and EKG monitor s. DefibrillaLtors^ EKG monitors and Telem - 
etr^y equipment have been identified as fundable items if cer- 
tain justifications are provided'. 

B. The following areas of concern should be properly addressed 
before 402 funds are used to purchase any of the above 
identif i ed equipm erit . 

1. Identify training needed by EMT's a.nd set forth time sched- 
ule for receiving training. Ensure that personnel are 
appropriately examined, before equipment is put into use. 



2, Identify frequency of need. 

3. Does the hospital approve of the proposed electrocardio- 
igram monitoring capability ? If so, a statement to this 
effect would-be desirable as weU.as assurance that the 
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emergency department will also be appropriately equipped 
and staffed to actively support this procedure. 



C. The above considerations are not all inclusive, however, they 
serve to indicate the kinds of efforts that should be completed 
before approving a project for the purchasing of speciali_zed/ 
advanced equipment for ambulances and the initiation of the 
procedures which they support. 

XIII. DEPARTMENT OF AGRICULTURE (USDA) FUNDING ASSISTANCE 

A. The Farmers Hom^ ' mixSt ration (FHA) is authorized to 
make loans to develop community facilities for public use in 
rural areas and towns of not more than 10, 000 population. 
This might include loans for fire and rescue facilities and 
health and ambulance services. A fact sheet on community 
loans may be obtained from the State Director, Farmers 
Home Administration for each State. Information will also 
be provided by the Regional Administration, NHTSA (See 
Appendix N), and the Director, Community Facilities Division, 
Farmers Home Administration, USDA, Wp'^hington, D. C. 
20250. This can be another resource and pi- considerable 
assistaiice to rural areas for upgrading EMS by ambulance 
purchases, communications development, facilities development, 
etc. 

B. This program is to be coordinated with the NHTSA-EMS 
program and the Comprehensive EMS plan in each State. 
NHTSA-EMS criteria for Standard 11 implementation will 
serve as a basis for loan approval. 
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APPENDIX A 



Highway Safety Program Standard 11 
IMPLEMENTATION GUIDELINES 

I. PURPOSE 

To provide an emergency care system that will: 

A. Provide quick identification and response to accidents. 

B. Sustain and prolong life through proper emergency medical 
care measures, both at the scene and in transit. 

e. Provide the coordination, transportation, and communications 
necessary to bring the injured and definitive medical cane 
together in the shortest practicable time, without simultane- 
ously creating additional hazards. 

To be credited with initiating implementation of any part 
of the standard the State must be active in each subordinate 
achievement category. To have fully implemented any part 
of the standard the State must have completed action on 
each subordinate category including steps to insure perpe- 
tuity of the levels prescribed. 

II. STANDARD 

Each State, in cooperation with its local political subdivisions, 
shall have a program to ensure that persons involved in highway 
accidents receive prompt emergency medical care under the range 
of emergency conditions encountered. The program shall provide, 
as a minimum, that:* 

A. There are training, licensing, and related requirements (as 
appropriate) for ambulance and rescue vehicle operators, 
attendants, drivers, and dispatchers. * 

^Italicized material provides interpretative guidelines for implementing 
Standard No. 11. 
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L That the DOT SNiour course or DOT approved equivalent be 
established for EMT, Rescue and dispatcher personnel. That the 
DOT Extrication Course or DOT approved equivalent also be 
required and available for these personnel. 

2. That legislation be enacted or regulations established by legally 
constituted authority for licensing of services, certification of 
personnel and established level of training. 

3. That all personnel who have received training be encouraged to 
take steps to be enrolled in the National Registry. 

B, There are requirements for types and numbers of emergency 
vehicles including supplies and equipment to be carried. 

1. That an appropriate State agency has been designated with 
authority to set standards and implement this section. 

2. That the ACOS essential equiprnent list is designated the minimum 
standard for all emergency ambulances. 

3. That all emergency arribulances are required to satisfy pu^^^^ 
criteria and specifications as to type. The Ambulance Design 
Criteria and GSA FSS KKK-A'1822 are applicable documents and 
will be the standard. 

4: That the numbers and locations of emergency ambulances to 
satisfy studied^area needs for the State have been established: 

5. Legislation as required. 

e. There are requirements for the operation and coordination of 
ambulances and other emergency care systems. 

7. That all emergency care respurces (vehicles, services, personnel 
organizations, etc.) have been identified. 

2. That procedures -are established for coordination of resources. 

3. That the State is organized (districts, areas, etc.) to establish 
organization and control: 
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That regulations are established for the operation of ambulances 
including procedures for care and safe operation of emergency 
vehicles. Also to be included here are the requirements for two 
trained personnel on each ambui nee run and 24 hour service 
availability. 

5. Legislation as required. 

D. There are first aid training programs and refresher courses 
for emergency service personnel, and the general public is 
encouraged to take first aid courses. 

/. That a refresher training requirement for emergency medical 
technicians has been established and a program is operational 

2. That at least a 4 O-hour training course is available and promoted for 
' emergency semce personnel ( Fire and^ Police) and the general 
public. The DOT Crash Injury Managernent Course for Traffic Law 
Enforcement Officers should be provided to-all law enforcement 
personnel. American Red Cross First Aid Training should be 
promoted for the general public in support of the purpose of this 
standard. 

There are criteria for the use of two-way communications. 

L That regulations require two-y^^ay communications between 
ernergency ambulances and hospital emetgency rooms and/or 
hospitals. 

2. That frequencies for emergency ambulances be standardized to 
the fullest extent possible and selected to avoid net overload. 

F. There are procedures for summoning and dispatching aid. 

L That emergency data numbers and information be .posted on all 
telephones. 

2-. That designated emergency numbers be free numbers on pay 
phones. 

3. That whenever feasible central dispatch systems be established 
for area sennce coordination and control 
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4. That the universal emergency phone number be promoted. 



There is an up-to-date, comprehensive plan for emergency 
medical services, including: 

a) Facilities and equipment, 

b) Definition of areas of responsibility, (Include designations 
of authority, ) 

c) Agreements for mutual support, 

d) Communications systems. 

That a comprehensive Emergency Medical Services Plan be completed, 
approved and annually updated. The plan is to be developed in 
accordance with the published outline, Appendix 0 and give careful 
consideration to time phasing, for accomplishment. (See Chapter IV 
paragraph 5 for additional information.) 

This program shall be periodically evaluated by the State and; 
thi National Highway Traffic Safety Administrafipn shall be 
provided with an eyaluafibn summary. 

That a program evaluation system be developed in accordance mth 
Chapter IV, paragraph V and the published outline for comprehensive 
EMS plans. Appendix O. 



APPENDIX B 



GLOSSARY OF DEFINITIONS 



This glossary defines those terms whose meanings may be unclear in 
the context in which they are used. These definitions are meant to apply 
only to the usage of 'these terms in this volume. 

Area of Responsibility - A designated geographic area in which there is 
an assigned responsibility for the provision of emergency medical care. 

Communications Link - A part of the communications system, fixed or 
mobile, which has radio or landline capabilities. 

Gommunications System - A system connected closely with the dispatch 
center which, by radio or landline communications, makes possible the 
alerting and coordination of pe^ equipment, and the facilities of 

the highway emergency services system. 

Definitive Medical Treatnient - Treatnient render ed^by a qualified p^ 
sician^ in any niedical facility that provides, timely and appropriate care. 

Dispatch Center - A control or coordination center for the efficient 
management of all participating emergency resources within a designated 
area of responsibility. The center will dispatch personnel and equip- 
ment and coordinate and control these various resources to ensure max- 
imum effectiveness:. 

Emergency Medical Care (EMC) - That care rendered by .physicians or 
specially trained per sonn el. 

Emergency Medical Services System (EMSS) - A system which, in the 
event of a medical emergency or injury on the highway, is capable of 
integrating detection and reporting inputs to-provide timely dispatch of 
proper equipment and trained personneLfor proper emergency care at 
the scene and en route, and: safe and expeditious transport of the injured 
to a facility capable of providing the proper level of treatment. 

EMS Staff - Individuals (at either the State or reporting jurisdiction 
level) who provide permanent staff support to the EMS committees in 
conducting the day-to-day activities and functions within the EMS program. 
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Emergency Medical Care Vehicles - Designated and properly equipped 
vehicular equipment (including aircraft) used in the transport of the 
sick and injured; 

First Aid - Care administered at the scene by persons not directly con- 
nected with the emergency response. 

Local EMS Committee - A group with policy advisory and technical-ad- 
visory responsibility within a reporting jurisdiction that performs func- 
tions similar to those of the corresponding State-level committees. 
Membership includes both the medical profession and laymen so that 
communications, law enforcement, ambulance services, and hospital 
emergency services are represented. 

Reporting Jurisdiction - A geographic area of defined boundaries for 
which thcr.e is an EMS committee or group and that_ forms the focal point 
for coordination with the State and for collection, initial processing, and: 
reporting of EMS data to the Stat e. A reporting jurisdiction =may be a 
county, city, or group of counties (a region) and may include one or 
more "areas of responsibility, " e. g. , ambulance service areas. 

Rescue Vehicle - Designed and properly equipped vehicles exclu^ 
used for the rescue of persons entrapped in wrecked vehicles or other 
hazardous circumstances. Not a vehicle for carrjang emergency victims. 

State EMS Policy Committee - An advisory group usually chair ed^^^b^^ 
State health department director and having membership dravm af - 

fected State departments such-as police or highway patrol, motor ve- 
hicles, and education and from interested voluntary organizations, such 
as State medical^ hospital, and ambulance associations, the Red: Gross, 
and other groups. The principal function of the committee is: to advise 
State government in making policy decisions leading to the development 
of a Statewide EMS program. 

State EMS Technical Committee - A working group made up of staff 
members fi om the State departm ents and other organizations r epres ent ed 
oni the policy committee. The technical committee's principal function 
is to assist the ;policy committee in developing a comprehensive EMS 
program and in evaluating eff ectiveness of program activities. 

Doctor or Phj'^sician on Duty - The term "doctor on duty" means that 
one of the following criteria are being met. 

1. Physician on duty within the emergency department. 



ERLC 



B-2 

115 



2. Registered nurse on duty within the emergency department, with 
a physician in the hospital on call. 

3. Registered nurse on duty within the emergency department, with 
a physician on call from his office or house. 

NHTSA Approved Equivalent EMT-A Course of Instruction - A course of 
instruction which provides the same subject matter content and time 
allocation as the NHTSA course for which it is to be the equivalent. It 
must be reviev/ed and approved by NHTSA to be a satisfactory equivalent 
for both Federal funding and standard implementation.* 



*As a niatter of example, some significant factors to be considered in 
judging equivalency to the 81 hour course are, (a) at least 81 hours 
totar training, (b) includ!3d car dio -pulmonary resuscitation training, 
(c) included training in use of suction equipment, (d) inclusion of 
at least 10 hours in-hospital clinical training, (e) physician parti- 
cipation in training, (f) inclusion of all recognized-basic EMT pro- 
cedures. AIT of the above must be mandatory requirements of the 
equivalent course. 

Based upon the above, courses listed^below are hot pro^fessiohal level 
equivalents to the DOT-81 hour course for the training of EMT -As and 
other personnel under Section I of Standard 1^1; 

a. United States Bureau of Mines - First Aid 

b. American Red Cross - Advanced First Aid and Emergency Gare 
C- Public Health Service - Medical Self Help 

These courses as presently constructed, may be used and supported und 
Section W of the standard to train the general public only. 
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APPENDIX C 



REFERENCES 

The following is a selected list of recognized authoritative, references 
which may be helpful in implementing the programs specified in this 
volume. This list is not meant to be a definitive bibliography of all 
documents available in this field. 



Ambulance Design Criteria, January 1973, For sale by the Superin- 
tendent of Documents— 50^. Order No, TD8, 2: Ami, 

Communications, Guidelines for Emergency Medical Services, For sale 
by the Superintendent of Documents-$l. 00. Order No. TD8. 8:EM3/4, 

Concepts and Recommendations (Basi^^ Training Program for Emergency 
Medical:TechriiciahrAmbulahce)r For sale-by the Superintendent^ 
Documents -3 5 (?. Order No. TD2. 208: EM3. 

Course Guide and Course Coordinator Orientation Program (Basic Train 
irig Pr ogr am.:f or Em er g ency Meciical Techrii ci anr Amb ul^^^ For sale 
J^y the Superifitendent of Documents -^3 5:C Order No.- TD2. 208: EM3^2. 

' Instructor's Lesson Plans (Basic Training Program for Emergency 
Medical T echnician- Amburance) . For sale by the Superintendent of 
Documents-$2. 50; Order No. TP2..208:EM3y/3. 

Dispatcher, Emergency Medical; Technician, Training Course. For 
sale^by the Superintendent Order No. TD8, 8:D63, 

Highway Ambulance Service. March 1969. For sale by the Superin- 
tendent of Ppcume^^ Order No. TD2. 202: AM 7:. 

Patient Handling Manual for Emergency Mfjdical Technicians -A L mbulanc e. 
January 1972 (Reprinted "August 1972). For sale by the Superintendent 
of Documents --6d(?. Order No. TD8. 8-,EM3/3, 

Refresher Training Program for Emergency Medica^l Technician- 
Ambulance , Instructor 's Lesson Plans. For sale by the Superintendent 
of Dcfcuments-$1, 50. Order No. TD8, 8:EM3/.2, 
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Refresher Training Program for Emergency Medical Technician- 
Ambulance, Course Guide, For sale by the Superintendent of Documents 
— 35<?. Order No. TD8.8:EM3. 

Emergency Medical Technician Accident Victim Extrication Training 
Course, (To be announced in Fall of 1973). For sale by the General 
Services Administration. 

Emer gency Medical Technician Instructor Training Institute. Dunlap & 
Associates. Contract No. DOT-HS-099-1-141, June 1972, Final Report. 
For sale by the National Technical Information Service, Springfield, 
Va. -Order No. PB-211-924. -$3. 00. 

Guidance Document f or Emergency Medical Services Survey and Plan 
Development. 1970. For sale by the National Technical Information 
Service, Springfield, Va. Order No. PB-192-735 @ $3. 00. 

Emergency Care Systems iDemp^ (1968) 
V^blume I ---r-Summa^ Cohclusiohs, "and" 

Recommendation. ..... . Order No. PB-179-847 

Volume 11 ^---The Emergency Care System . Order No. PB-r79r848 
Volume III^-- -Operational Plans . . . . ..:0rder No. PB-W9-849 

Volume lV — — Appendices . ....... . Order No. PB-1'79-850^ 

For sale by the National Technical Information Service^ Springfield, Va. 
$ 3 .00 eac h vplu m e . 

• Ext r ic at i on Metho d s an d A mbu Ian c e iQp er at i onaly Gui d elin es . 01969). : 
Part 1 - Extrication Methods .: . . . 7" 7 V 7©rder No. PB-l 84V904 
Part 2 - Ambulance Operational Guidelines . Order No. PB-184-905 
For sale by the National Technical Information Ser Springfield, Va. 

$3. -Op for each Part. (These are research reports and not training 
manuals. ) 

Economics of Highway Emergency Ambulance Service. (1968)7 For sale 
"by the National Technical Informatio^^^ Springfield, Va. Order 

No. PB-l 1-6541 $3. 00 per copy. 

Emergency Ambulance Seryice-Bemonstration Project, New York Gity, 
1970: 

Part 1 - Demonstration Project Methods 

Employed in Study . ...... . Order No. PB-1S5-053 

Part 2 r Dispersal of Emergency Ambulances Order Np. PB-195-054 
A Demonstration and Anaiysis.^ For sale by the National Technical 
Information Service, Springfield/ Va. $3. 00 each part. 
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Emergency Medical Service for an Urban Area, (1970) Demonstration 
Project, Detroit, Michigan: 

Part 1 - Complete Report Order No. PB -197 -752 

Part 2 - Summary Order No. PB -197 -753 

For sale by the National Technical Information Service, Springfield, Va. 
$3. 00 per part. 

Consolidated System of Emergency Services, Demonstration Project 
20/20, Nebraska, 1970, Final Report. For sale by the National Tech- 
nicallnformation Service, Springfield, Va. Order No. 800-589. $3.00 
per copy. 

Air Medical Evacuation System (AMES) Demonstration Project Helicopter, 
1970 Arizona: 

Part 1 - Final Report Order No. PB -193 -724 

Part 2 - Final Report Appendices. . o . . Order No. PB-193-725 
Part 4 - Executive Sumnl^ ...... Order No. PB-1 93 -726 

For sale by the National Technical Information Service, Springfield, Va. 
$3. 00 per part. 

-Gpordifiated Acciden ^^^ Endeavor -State of Mississippi (CARE- 

SOM); Helicopter Demonstration Project - 1971: 
Part 1" - Op er a t i on s St ru ctu r e an d 

Procedures. . . . . . . . . . Order No. PB-199-756 

Part 2 - Appendices . . .... . . . . . Order No. PB-199-757 

F'inal Report . ............. Order No. PB-2p4-999 

For sale by the National Technical Infor^ Springfield, Va. 

$3. 00 per part. 

Helicopter Ambulatice Service To Emergencies (HASTE) Demonstration 
Proj ebt,: Minnesota;, Final Report 1970. For sale by "the National Tech- 
nical-Information Service, Springfield, Va. Order No. PB-200-308. 
$3.00. 

Telemetry and Physician /Rescue Personnel Communication, Florida^ 
1^97|1\^ An adva^ For sal(e by the 

Superintendent ox Documents. $1.75. Order No. TD-8. 2:T23. 

Accidental :Death and Disability: The Neglected Disease of Modern 
ScTcrety; National Academy of Sciences-, 1966. Fifth printing by the 
GpiTimission on Emergency Medical Services, American Medical 
Association, Jan 1970. 
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Developing Emergency Medical Services - Guidelines for Community 
Councils. Commission on Emergency Medical Services, American 
Medical Association. 

Helicopters In Emergency Medical Service NHTSA Experience To Date, 
Dec. 1972. For sale by the Superintendent of Documents, 40<?. Order 
No. TD 8.2:H:36. 

Emergency Services - The Hospital Emergency Department in an 
Emergency Care System. American Hospital Association. 1972. 

Emergency Care and Transportation of the Sick and Injured. A m er i can 
Academy of Orthopaedic Surgeons, Chicago, Illinois 60611. $4, 95. 

Emergency Care Manual - A Systematic Approach. Burton A. Wais- 
bren, M. D. , Medical Examination Publishing Cp. , Flushing, N. Y. 
11365. $7,50. 

Basic Rescue Car diblogy^ T EMT. Richard S.. Crampton, M..D. , 

Univ^ of Wrginia Medicali^C "^a. 22901^ $4. 25. 

Encyclopedia and::Dicti6nary of Medicinejand Nursing. Miller & Keane. 
1972. W. B. SaundersXo. , Phrladelphia, Pa. 19105. 

Emergenpy-yictim C^^ 1971, State Dept. of Education, Divisioh of 
Vocational Education, /Columbus> Ohio 43210, $4. 50 ^plus postage. 

Em er g en cy C are. Robert J. Brady Co. , Washirigtph,. D. C. 20002. 
$4,:95. 

Emergency Medical^ Guide,: Thirds Editi on, John Henderson, M. D.,, 
McGraw-Hill Paperbacks, $3. 95-per copy. 

-Eirst Aid: and Emergency Rescue, Lawrence W. Erven, Glehcpe Press, 
; Beverly Hills, Calif. 

I 

Questions & Answers, Emergency MgdicaT Services, 1973, U. S. Dept. 
o£ Transportation, Rescue, and Emerge^^ 
Washington, D. C. 20590. No charge. 

Job Description - Emergency Medical Technician Ambulance, U. S. Dept. 
of Transportatipn, Rescue & Emergency Medical Services Division, 
Washington,- D. C. 20590. No charge. 
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To Die or Not to Die - What is your Communities' Answer? Emergency 
Medical Services, 1973, U.S. Dept. of Transportation, Rescue & 
Emergency Medical Services Division, Washington, D. C. 20590. No 
charge. 

Ambulance - Emergency Medical Care Vehicle, Federal Specification 
KKK-A-1822 GSA-FSS. 40(? each. 

(Activities outside the Federal Government may obtain copies of Federal 
Specifications, Standards, and Handbooks as outlined under General In- 
formation in the Index of Federal Specifications and Standards and at the 
prices indicated in the Index. The Index, which includes cumulative 
monthly supplements as issued, is for sale on a subscription basis by 
the Superintendent of Documents, U.S. Government Printing Office, 
Washington, D. C. 20402. ) 

(Single copies of this specification and other F^^^^ re- 
quiredUby activities outside the Federa:l Government for bidding purposes 
are available without charge-from Business. Service Cent ^ Gen- 
eral :Services Administration Regional 0^ in Boston, New York, 
Washington, D. e._, ALtlanta, Chicago, Kansas City, MO, Fort Worth, 
Penver, San Francisco, Los Angelas, andvSeattle, WA. ) 

(Federal Government acti^^^ obtain copies of Federal Specifica- 

tions, Standards and Handbooks, and the Index of f ederal Specif ications 
and :Standards from established distribution ppi^^ agencies.^) 

A Helicopter Ambulance Service - Do You Need -It ? :Cafi You Justify It ? 
Can You Afford It? 1973, Emergency Medical Services, U.S. Depart- 
ment of T ran sport at i on , R es cu e and^ Em er gency M edi cal^ Servic es Divi - 
sion^ Washington, D. C. 20590. No Charge. 
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REPRESENTATIVE PROJECTS 



A number of States currently have established comprehensive EMS pro- 
grams. Consequently, a large number of the current projects under way 
in the States are involved with resource surveys and various aspects of 
plan development such as the drafting of necessary State legislation, the 
planning of State organizations, and staffing. Other projects deal di- 
rectly with known EMS deficiencies and take the form oft 

I. Ambulance service subsidies to enable continuation of service in 
areas with limited economic resources; 

li. Support of training prpgrams^^f^ ambula.nce and rescue personh 

III. Providing first aid and Emergency Medical Car e training: for State 
employees; 

I^. Securing Armed-Forces helicopters for EMS; 

V, Dev eloping ambulanc e li c ens ing 'programs ; 

Vt. The upgrading and /or establishment of comraunications facilities; 

VII. The evaluation of operative data systems. 

VIII. Procurement o£ ambulances, equipment and suppUes. 



* See Chapter Vllt relative to-funding criteria. 
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APPENDIX E 



RESOURCE ORGANIZATIONS 



This appendix identifies a number of organizations with an interest or 
involvement in the provision of emergency medical services (EMS). 
Several, upon request, are prepared to offer technical assistance to 
agencies establishing or operating EMS programs. 

Ambulance Association of America 
1629 K Street, N. W. 
Washington, D. C. 20006 

American Academy of Orthopedic Surgeons 
Go m mitt e e on Ihj ur i e s 
430 North Michigan Avenue 
Chicago, Illinois 60611 

American Academy of General ^Practice 
Volker Boulevard at Brookside Boulevard 
1^^: Kansas City, Missouri 64112 

American College ox Emergency Physicians 
* 241 East Saginaw Street 

East Lansing, Michigan 48823 

American College of Physicians 
4200 Pine Street 

Philadelphia, Pennsylvania 19104 

American College of Surgeons 
55 East Erie Street 
Chicago, Illinois 60611 

Anierican Heart Association 

44 East 23rd Street 

New York, New York 10010 

American Helicupter Society 

30 East 42nd Street 

New York, New York 10017 




American Hospital Association 
840 North Lake Shore Drive 
Chicago, Illinois 60611 

American Medical Association 
Commission on EMS 
535 North Dearborn Street 
Chicago, Illinois 60610 

American National Red Cross 
17th and D Streets, N. W. 
Washington, D. C. 20006 

American Public Health Association 
Injury Control & EMS Section 
1015 Eighteenth Street, N. W. 
Washington, D. C. 20036 

American Society of Anesthesiologists 

515 Buss e Highway 

Park Ridge, Illinois 60068 

Department of Health, Education & Welfare 
Health Services Administration 
Emergency Medical Services Program 
Federal Center Bldg. #3, Suite 320 
6525 Bellcr est Road 
Hyattsville, Maryland 20782 

Helicopter Association of America 
1^56 15th Street, N. W. , Suite 610 
Washington, D. C. 20005 

International Association of Chiefs of Police (lACP) 
Highway Safety Division 
11 Fir stfi eld Road 
Gai1:hersburg, Maryland 20760 

International Association of Fire Chiefs 
m5 K Street, N. W. , Suite 1112 
Washington, D. C. 20006 
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International Rescue and First Aid Association 
P^O. Box 6218 
Cincinnati, Ohio 45206 



Joint Commission of Accreditation of Hospitals 
200 East Ohio Street 
Chicago, Illinois 60611 

National Academy of Sciences -National Research Council 
Division of Medical Sciences 
2101 Constitution Avenue, N, W, 
Washington, C, 20418 

'National Ambulance & Medical Services Assoc. 
P. O. Box 6 

East Longmeaddw, Massachusetts 01028 

National Emergency Medical Services 
Inf or mation Clearinghous e 

Center for the Study of Emergency Health Services 
Department of Community Medicine GA 
University of Pennsylvania Medical School 
36th and Hamilton Walk 
Philadelphia, Pennsylvania 19174 

National Funeral Directors Ac3ociation 
135 West Wells Street 
Milwaukee, Wisconsin 53203 

National Highway Traffic Safety Administration 
Federal Highway Administration 
Washington, D, C, 20591 

National Registry of EMTs 
P.O. Box 29233 
Columbus, Ohio 43229 

National Safety Council 
425 North Michigan Avenue 
Chicago, Illinois 60611 
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state and Territorial Health Officers Association 
224 East Capitol Street 
Washington, D. C. 20003 



Vertical Airlift Council 
Aerospace Industries Association, Inc. 
1725 DeSales Street, N. W. 
Washington, D, C. 20036 
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APPENDIX F 



THE ECONOMICS OF AMBULANCE SERVICE 



This appendix briefly summarizes a 1968 study on the economics of 
ambulance service and remuneration considerations based on Federal 
law. 



I. SYNOPSIS OF THE STUDY 



A. Introduction. 

An NHTSA study, ^*The Economics of Highway Emergency 
Ambulance Service, is available which: 

1. Summarized the status of anibulance services across the 
country. 

2. Described the operational and economic impact' of recent 
legislation and administrative regulations (particularly the 
1966 Amendments tpithe Fair Labor Stan Act, Medi- 
care, and Medicaid^ legislation and Standard No. 11) on all- 
types of purveyors of ambulance services. 

3. Developed methods for determining the optinium density of 
ambulance service locations and the numbers, of ambulanc es 
needed to .provide specified levels of service to communi- 
ties or areas. 

4. Developed a methodology for the Federal and State govern- 
ments to use in computing equitable subsidies or financial- 
support for hongovernment purveyors, 

5. Prepared guideline Information that loca! leaders can use 
in identifjring and evaluating alternative solutions to their 
specific problems in providing an emergency ambulance 
service. 



6. 



Considered the role that helicopter ambulances could play 
in providing services to remote rural areas and the related 
operating costs. 



B, Methodology, 



The study contractor used the techniques of systems engineer- 
ing to determine the requirements and recommended combi- 
nations for transportation, emergency medical care, com- 
munications, dispatching, public safety agencies, and record 
keeping for various typical communities. This use of a sys^ 
tems concept allowed the contractor to analyze and compare 
the costs of ambulance services according to their common 
elements and functions irrespective of the specifics of their 
particular organizations or principal sources of revenue, and 
to establish a community's requirements for ambulance serv- 
ices and the size and probable costs of an adequate service 
independently of any questions of how to organize and support 
it. The analysis also provided a cost model that can be used 
-to . predict the-probable costs of any ambulance service of spe- 
cified size. Mso analyzed^ are the pros and^ cons of alt erna- 
tive revenue structures to support ambulance servic 
The characteristics arid conditions for effective subsidies 
were developed and the Abases and -formulae for computing the 
needed subsidies provided, A sequence of procedures is given 
so that the leaders of a cpnimunity may determ^^^ evaluate 
the number of ambulances and= locations they need to answer 
all ambulance calls within specified "response" times and the 
estimated costs of such.a service. 

Guidelines were provided for identifying and evaluating the 
pros and cons of alternative organizations, sources of revenue^ 
and community facilities for supporting adequate emergency 
ambulance services. 

Copies of the study report may be obtainedLfor $6 through the 
Clearinghouse for Federal Scientific and Technical J 
tion, 5285 Port Royal Road, Springfield, Virginia 22151; cite 
document Nos. EB L78 -837 (^ol. IX and EB 1V78-838 (Vol. 2); 
produced under Contract No. FH 14-6541-. 

II:. REMUNERATION CONSIDERATIONS 

The Fair Labor Standards Act of 1938, as amended (29 U, S. C. 
201,. et seq. ) provides for the establishment of fair labor stand- 
ards^ in employments in and affecting interstate commerce, and 
for other purposes. The present (May 1968) minimum wage under 
this Act is $1. 60 per hour. In an opinion signed by the Wage Hour 
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Administrator of the Department of Labor, May 23, 1966, it was 
held that, subject to certain exceptions, ambulance drivers and , 
attendants making intrastate trips to pick up dead or injured vic- 
tims of motor vehicle accidents on public streets and highways 
are engaged in interstate commerce within the coverage of the 
Act. Volunteer personnel operating volunteer ambulance services 
or rescue squads are not affected by the Act. When the ambulance 
service is operated by public or municipal employees (fire or 
police) the wages paid these individuals are set by local or State 
civil service policy and- always exceed the minimum wage of $1. 60/ 
hour. (The impact of the legislation on any specific operation will 
be determined by the peculiarities of that operaticn. ) For more 
information on this subject, inquire at the nearest office of the 
Wage and Hour and Public Contracts Divisions of the U.S. Depart- 
ment of Labor. 

It is gerieraily agreed that eight attendant/^drivers are required, oh^ 
the average, to support and. operate one ambulance vehicle on a 
24 -hour, seven -day-arweek basis, assuming that both, an attendan^^ 
and driver are required for each run. Excluding any overtime 
pay, the annual personnel costs to support -one v on the lbasis 

of the present minimum wage amounts to about $26, 600^ If the 
vehicle operated is a stretched wheelbase .modified ^pa ve- 
hicle, acquisition cost is about $16,^000. With depreciation con- 
tinued over five years and aMual maintenance Z^^^ 
it is evident that about $30, 000 imannual revenue may be required' 
just to break even. It is seen, therefore, that personnel costs 
represent the largest fraction iof overall operating costs, especially 
if the ambulance vehicle is a carryall type at a purchase price of 
$4,=500 complete with equipment. (Present day costs should be 
applied here. ) 

POSSIBLE FUNDING ASSISTANGE SOURCES 

There are a number of FederaLassistance programs and private 
sources which may be available for some degree of funding aid to 
EMS. Although comprehensive in scope, the list below is not com- 
plete and should be viewed as a starting point for considerations of 
fundin g s our c es . 

A. Initial capital costs. 

1. Hospitals from cash flow, funded depreciation, and philan- 
thropic and endowment sources. 



2. Philanthropy. 

3. Borrowed capital, either normal commercial sources, or 
special low interest progratns. 

4. Partial financing through Hill-Burton in association with 
construction. (No longer available but other HEW funds 
may become available). 

5. In connection with State Highway Safety Programs under 
Section 402 of Title 23, U. S. C. 

6. Nonfederal governmental funds. 

7. Nonprofit organizational funds. 

8; Regional niedicakcare programs. 

B. Operating costs. 

1>. IVraining assistance from hospita.!, nonprofit organizations, 
regional medical programs, and vocational leducational 
sources^ 

2. In connection with State High^yay Safety Programs: under 
Section 402 of Title 23^ U. S. G. 

3. Title XIX of the Social Security Act (Medicaid) - for emer- 
gency or transpprtational service units. 

4. Title XVni of the Social Security Act (Medicare) - for 
identified care and transportation units of service with 
some liraitations that might be susceptible to change. 

5. Insurance carriers - for emergency care costs .that are 
included within hospital "overhead. (Some will pay for 
certain identified transportation costs. ); 

C. Capital replacement. 

1. Funded depreciation. 

2. In connection with State highway safety programs under 
Section 402 of Title 23, UvS. C. 
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3, Nonfederal governmental funds. 

4, Nonprofit organizational funds. 

5, Philanthropy.- 

NOTE: While some portions of this study are somewhat outdated many 
of the conclusions therein are considered valid for present day study 
and planning. 
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APPENDIX G 



THE USE OF HELICOPTERS IN EMERGENCY 
MEDICAL SERVICES 



I. INTRODUCTION 

A, The purpose of this appendix is to provide general information 
related to the application of the helicopter for the benefit of 
those injured on the highway. Detailed information is avails 
able from the sources listed in the Bibliography, Exhibit II, 

The ability pf^helicopter s to provide effective andi effici^^^^ 
trahspprtatipn of the injuredLhas been provedsby m^^ 
- seanch and rescue-(SAR)^applic^^^^ This use has shown 

that the heUcbpter is-unsurpassed^ as a transportation tooP in 
avoiding traffic congestion, speeding aid to the ill or injured 
in remote areas, arid rapidly transporting the injur e^^^ 
riiedical care centers. A number of States and muriiQipai 
governments Have begun: using h Other s wiil un - 

doubtedly f blKv/^ as they become aware of the potentia/l of the 
helicopter as an EMS vehicle. Many hospitals throughout the 
cpuritry have air eady instaile^^^ and other s ar e in 

the zplannirig stage. 

But it must be recognized that although the helicopter can be 
a useful supplement to an EMS systerii, it isaiot a cure for all 
iproblems and will not replace^prpper planning, equipping, 
training arid staffing of other elements of the systerii. Care- 
ful plarininganiicpordination-anibng^^^^ police, and- 
rescue persorinely riianufacturers, purveyors, aviation agenr 
cies and municipalLauthoritieS: are essential-to make a heli- 
cppter system function effectively. Any viable systerii will 
cut across municipa:!^ cpunty, even state boundaries and 
coordinated action is required* 

m CAPABILITIES AND LIMITATIONS 

A. The beriefits to a patient which may be derived: by use of a^ 
helicopter emergency ambulance instead^of a grpund ambu- 
lance are difficult to measure, and there is no staridard 
against which to measure these benefits. The helicopter 
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should not be used in cases where a surface ambulance is 
nearby and can transport the ill and injured as quickly to a 
nearby hospital. Certainly the use of a helicppter is not in- 
dicated unless serious injuries are involved. It should be 
used when seriously injured persons are in remote or inac- 
cessible locations (which include traffic jams) where its ar- 
rival would be much quicker than surface transportation and 
generally in any instances when its use Will materially ex- 
pedite the arrival of trained personnel and medical supplies 
to the scene. 

B. Interhospital transfers of patients, medical specialists, and 
critical medical supplies such as blood, organs for transplant, 
and special equipment might also be valid helicopter missions 
where time is critical. Some medical groups have discussed 
the f easibility of reducing;^^^ 

quate emergency rooms in small hospitals andrbrih 
ill or injur ed'^by helicopter to well^prepared ^emergency de 
ipartments: at major hospitals. This !proposar might have merit, 
but transport should not ibe Rm^^ It.should 
:be iised-dnly^ when that mode of transpprtaUpn wouldTbenefit 
the rpatient mone than transport atibri^^by surf ac e arribulanc e. 

e. ©espite its speed and ability ;tp fly to its destination in a 

straight line, a helicopter, on the= average, cannot reach the 
sc efie of a medical emergency in.an urban or suburban area 
aheadiof afgfouhd anibulanc^^ 

a well deployed fleet of vehicles. Furthermore, in highly 
developed areas, the presence of poles,, overhead wires, tall 
buildings, and: heavy street traffic tend to delay or preclude a 
helicopter landing, uMess a trained cpritzroU^e is at the scene 
to point out obstacles, control traffic, and guide the helicopter 
by means of hand signals and^br direct voice communications. 
Tfhere is, however-, considerable ipolential for use ou urban 
free ways sine e surfac e traffic c ongestion can b e avoided, it 
is evident from this discussion that the helicopter would be 
the proper response vehicle in au-urban or suburban area in 
only a small percentage of the total-jnum^ emergencies. 

D. Helicopter ambulances have the greatest potential in rural= 
areas, where the response time of a conventional ambulance 
service is relatively long, and: where the presence of open 
areas will^^permit unassisted helicopter landings and takeoff s. 
But rural areas are also characterized by a relatively small 
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population base. The frequency of occurrence of medical 
emergencies will therefore be relatively low within the effec- 
tive operating radius of a helicopter during any given time 
period. 

E. Because of the infrequent demand for emergency helicopter 
ambulance transport, in all potential operating areas, coupled 
with the high initial investment cost and relatively high op- 
erating costs, fixed costs especially, the helicopter is an ex- 
tremely expensive method of transporting patients. A standby 
helicopter ambulance program, with a helicopter parked at a 
medical center, prepared to answer emergency calls, is 
neither feasible nor recommended. The substantia! costs 
can be justified, however, if the helicopter is operated as a 
supplement to existing ground ambulance and law enforcement 
operations. Medical emergency s ervice must be combined 
with services for other agencies, such as law enforcement, 
patrol, or surveillance, without sacrificing the medical cap- 
abilities or priorities of the system. 

P. Travelling by helicopter imposes a certain-degree of vibration 
and roughness on the passengers. When comparing this to 
the roughness and vibrations encountered in riding in a, ground 
ambulance, it i^ necessary to-consider the snioothhess and: 
contours of the roadway. Any rough movement, vibrations or 
sudden jerks of a patient cannot help^but bring him further dis- 
comfort or add to the severity of his conditigri. Relative to 
the ground ambulance, the helicopter is rated less detrimental 
on rural or remote-missions and more detrimental on urban 
missions. 

G. It must b e recognized that there are severe-weather conditions 
in which the helicopter should not operate and that night opera- 
tions in mountainous terrain or close to surface obstructions 
is dangerous. Wires over and; adjacent to the highways are 
hazardous to EMS operations, and there is danger in landing 
near crowds without proper crowd control. However, severe 
weather, mountainous terrain, and dense jungle have ail been 
successfully surmounted by helicopters in providing medical 
evacuations in Vietnam. 

H. The availability of helicopters for response may be limited for 
mechanical reasons. The average mechanical^^out -of -serv- 
ice*' time has been found by the Coast Guard and Army to be 



G-3 



ERiC 134 



approximately 25 percent, producing 75 percent availability 
for one helicopter. If two machines are devoted to the mis- 
sion, availability rises to 94 percent, and if three are avail- 
able, at least one will be able to respond 98 percent of the 
time. 

in. HELICOPTER AMBULANCE DESIGN 

A. The type of helicopter selected for emergency ambulance use 
will have a bearing on the outcome of any helicopter emergency 
ambulance project. There are many types available today. 
Few are suitable and none can be considered ideal. Specific 
design criteria are not available but studies recognize certain 
requirements which must be considered by the planner. 

B. In addition to the :pilot, theihelicopter should be large engugh- 
tp carry two litter patients, a= medical attendant^ medicar 
equipment and suppli es inside the cab The medicarl equip - 
ment and i supplies: must be easily accessible in-^flight, and the 
cabin shpuldi have sufficient space to; perm^^ in flight aid tb-the 
patients. The patients must be isolated >from the pilot-^s coni - 
partmeht td-prevent ih-fl^^ would affect 
flight safety. 

C. Low cabin noise and' vibration levels are desirable^^^f^^^ maxir 
mum patient comfort ahdfor effective use^^o^^^^^ 

^heart, and other monitoring devices. Turbine power is essen- 
tia;l^tb niinimize dispatch time after alert. Performance con- 
siderations, such as range,, speed, high altitude and instru- 
ment flight capability wiir depend on the operating area. 

I^. SURPLUS MILITARY HELICOPTERS 

A. This source might appear to be the answer to high helicopter 
;pr ocurement costs. But this Ibar gain/ could be "booby- 
trapp ed^* with expensive =pitf alls . 

B. Before an -Airworthiness Certificate can^be^o any 
ex-military aircraft, the^buyer, not the Federal Aviation 
Administration,, not the Arrny> not the people who aptually 
sold the airplane, but the buyer , must obtain on his own FAA 
Type Certificate or b e able^to show that it conf or.ms tp :ah 
existing civilian model that has an EAA Type Certific and 
the buyer must fprove that it is in a condition for safe Opera- 
tion (air worthy)^, before it can be flown. 
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e. Many military aircraft do not conforna to any existing civilian 
Type Certificate, and some can never be made to conform, 
regardless of modification. The Department of Defense does- 
not represent that surplus aircraft offered for sale are or 
can be certificated as airworthy, 

. D. It is difficult, perhaps impossible, to assess the actual air- 
worthiness limitations of a surplus aircraft that has under- 
gone various modifications and parts replacement, as well as 
maneuvers that could have overstressed the airframe. 

E. An honest effort must be made to estimate the time and money 
that may be required before this "bargain** helicopter can be 
certificated and pronounced airworthy. The process might 
take months, even years, and the ultimate cost could exceed 
that of a comparable used pividian helicopter. 

F. C ertification is initiated by application t o^th e^n ear est F^A- 
EMDd (Engineering and Manufacturing District Office)- 
These a^^e caUed AEDQs (Aircra^^^ Engineering District G)f- 
f ices) in the FAA Western Regipm It would be advisable tp: 
consult with .these experts prior to the purchas e of any sur- 
plus-military. aircraft. 

HELICOPTER EMS EQUIPMENT 

The American College of Surgeons (^A.GS): Essential Equipment 
Mst for Ambulances (Exhibit T^, Chapter I^) can^be us.ed as a 
guide in the Outfitting of EMS :helicopters. W^eight may b e a factor 
in smaller helicopters and-r eduction to Mlbwable li 
accomplished with the recommendation= of a :properly qualified 
=physician. Some helicopters, mostly military, have hoisting: 
capability and: can, if necessary, lift the injured; into=the heHcppter 
without landing. If the helicopter is hoist-equipped, a hoisting 
container such. as a stokes litter is ^needed. In the case of military 
helicopters, the standards equipment for medical evacuation flights 
is usually established by the^base medical department and iplaeed 
in the helicopter by flight medical personnel. 

HEUCOPTER EMS PERSONNEL 

Perhaps the most important action in aiding a person injured^in^a 
crash is timely and proper emergency car e at the crash scene. 
The provision of a trained medical attendant on? board the helicopter 
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with the necessary emergency care equipment is essential to the 
success of the mis.-^ion. If a medical attendant or physician is not 
available, the helicopter crewmen must be proficient in. emergency 
care. Training requirements for medical personnel assigned to 
EMS helicopters do not differ greatly from that desired for the 
surface ambulance counterparts. The Department of Transporta- 
cion. National Highway Traffic Safety Administration 81 -hour 
"Basic Training Course for Emergency Medical Technician ~ Am- 
bulance** is recommended. This .course has been adopted by 46 
States arid the District of Columbia. A 20-hour refresher course 
is also available for periodic review of skills learned from the 
basic course. Three additional courses have been developed for 
the dedicated career technician: 

A. Accident Victim Extrication (two day) Training Course. 

B. Dispatcher Training Course. 

C. Advanced Training Course for Emergency Medical Technicians 
(480 - hour) . This course is being pilot tested as of the date 
of this writing. 

mi. COMMUNICATIONS 

A. Rapidi and reliable communications capabilities are an absolute 
requisite if the potentialities and advantages of helicopter am- 
bulances are to be realized. The greater the number of-func- 
tions required of the helicopter, the more versatile the radio 
communications equipment must be. Two factors are involved: 
first, the need to alert the operator co dispatch.a helicopter 
and, second, the need for the helicopter to communicate with 
the control facility, personnel at the scene of the accident, 
and the hospital during the course of the mission. 

B. The helicopter operating activity should^be alerted by direct 
landline from the EMS dispatching center or designated 
altei^nate such as a law enforcement agency. Once alerted 
and given position information, the regular air-to-ground^ 
radio equipment is available for control and relay of additional 
information to the =h» licopter. Practical experience has demon 
strated that while a direct means of communications from the 
scene to the helicopter is desirable, it is not mandatory. 
Some of the handicap created by the lack of direct communica^ 
tions between the helicopter and the crash scene can be 




eliminated by police indoctrination in helicopter hand signals 
and landing requirements. The ability to communicate with 
the hospital provides for enroute medical care advice for the 
attendant, alerting hospital personnel to the condition of the 
accident victim, and advising the hospital of any change in the 
expected time of arrival. 

VIII. USE OF MILITARY HELICOPTERS 



A. Military helicopters, when requested by a State, are only as- 
sisting units and do not relieve a State of its overall r^-^sponsi- 
bility. 

There are military helicopters for search and rescue (SAR), 
or local base rescue missions at some 130 different sites in 
the country, mostly around the nation's coasta^l^ p 
sput: n border. Helicopters are based at other military 
baset. ^r training, logistics, and mission operations . A SAR 
helicopter unit maintains constant readiness and spends the 
greater part of its time standing by for calls. Flying hours 
devoted to SAR seldom exceed 25 percent of the total hours 
flown. Consequently, some of these units are able to-take on 
additional responsibilities w^ any increase in facilities^ or 
personnel. They are well trained in SAR, and :the recovery 
of the highway ill or injured presents few problems not found= 
in SAR missions. 

G. In actual practice, military rescue helicopters respond to a 
variety of emergencies and do not confine themselves strictly 
to military distress operations. For example, responses are 
regularly made to boating mishaps, lost hunt ers and fisher- 
men, civilian aircraft crashes, medical evacuation from 
remote locations, etc. There appears to be no legitimate 
reason to exclude persons seriously injured on the highways 
from assistance that is provided to citizens in nearly any 
other locale, nor to assign them a lower priority due to the 
nature of their misfortune. 

D. As a general rule, there are no agreements between State 
authorities and Armed Forces commanders for assistance in 
highway emergencies, even though agreements are common 
for other emergency situations. Communications and rapid= 
alerting constitute one area of deficiency. Operating proced- 
ures and plans also need to be discussed and outlined. 
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Agreements on military-State cooperation should be negotiated 
at the local level, taking into consideration the particular 
needs and limitations of both parties. Many of the elements 
pertinent to State -military agreements are suggested in the 
checklist contained in Exhibit I (this appendix). Although this 
concept is aimed at highway EMS, any agreement should not 
be restricted to that one facet of EMS but should cover other 
applicable emergency transportation requirements. The scope 
of military assistance can be best determined on an individual 
case basis. Military helicopters should be requested ^^nly in 
urgent cases, where existing surface ambulances are unable 
to accomplish the job quickly or efficiently, where medical 
help is urgently needed and prevented from reaching the crash 
scene, and when suitable public service or commercial heli- 
copters are not available. 

The United: States Coast Guard has authorized its District 
Commanders to enter into-agr eements-with the States to pro-^ 
vide mutual cooperation and coordination of^avaiiable facilities 
for providing emergency medical services. Similar agree- 
ments niight be authorized -by State Governors for National 
Guard helicopters to-provide assistance in serious emergency 
medical situations. 

Military Assistance to Safety and^ Traffic (MAST)-is a program 
using military helicopt ers and medical corpsmen as a supple - 
merit to an existing local emergency medical service system 
for the purpose of providing assistanc e to civilian victims of 
traffic accidents and^ other serious medicatl eniergericies. 
Existing equipment and personnel from acti^v.e duty military 
units are involved. These military personnel work in coopera 
tion with local healthz care providers and law enforcement of- 
ficials according to a locally developed plan between the civil- 
ian. and military communities. At the present time only U, S, 
Army Aeromedical Units and U. S, Air Force Aerospace Res- 
cue and Recovery Detachments have the capability and re- 
sources to participate. Planned future expansion of the pro- 
gram could identify some Navy and Marine Corps capability, 
but this is indefinite at this time. The program is sponsored 
by five government agencies forming the MAST Interagency 
Executive Group, with administration assigned to the MAST 
Interagency Coordinating Committee. This committee is com- 
prised-of representatives from the Departments of Transporta- 
tion, Defense, and Health Educatiori arid Welfare, 
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Unfortunately, MAST is available to only a limited number of 
communities* Only existing military units located at existing 
military bases can participate. No equipment or personnel 
can be relocated, nor can new units be established solely to 
support the MAST program* No additional funding is provided* 
MAST operations are conducted by using funds allocated for 
training. Simulated training exercises are replaced by actual 
medical assistance missions, lyoviding a valuable service to 
the community, and realistic experience and motivation for 
the military organization* 

Detailed information about this program can be obtained by 
writing the Executive Secretary, MAST Interagency Executive 
Group, National Highway Traffic Safety Administration, 
N42-15, 400 7th St. , N, W* , Washington, C* 20590. 
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EXHIBIT I 

TABULATION OF CONSIDERATIONS IN STATE -MILITARY 
AGREEMENTS ON CIVILIAN MEDICAL EVACUATIONS 

1. WHAT MILITARY FACILITIES ARE AVAILABLE? 

a. Helicopters 

b. Ambulances 

c. Hospitals (include status of emergency department) 

d. First aid stations or dispensaries 
e» Medical personnel 

2 . HOW IS M LIT AR Y TO B E ALERT ED ? 
a. Who receives call on base ? 
-b. What State agency initiates call? 

c. Are added cbmmunlcations links needed? (If so, 
will this b e locally or Stat e -funded ? ) 

d. Will calls be accepted from only one State agency 
(e.g., State Police) or from any police agency? 
How about calls from citizens ? If calls artr.a^cr 
ceptad from State Police only, ho^v do other sourSec 
get help? 

3. PARAMETERS OF mLITARY HELP. 

a. Hours of operation 

b. ^ Readiness condition and response times during 24- 

^hour day and during days of week 

c. Limits of area of coverage 
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EXHIBIT I 
(Continued) 

d. Conditions in which military help will not be avail- 
able (i. e. , overriding military commitments, 
mechanical failures, weather and environmental 
conditions, etc. ) 

e. Means to minimize unnecessary calls or false 
alarms 

f. Agreement on reducing military participation if load 
becomes excessive 

4. MEDICAL PERSONNEL. 

ai. Are mUitary^physicia^ available to accompany 
^helicopter ? Medics or hospital cor.psm en ? 

b. Do helicopter aircrews have emergency care 
training^* 

c. Can servic es of civilian physicians to accomp 
helicopter be arranged? 

d. Can arrangements be made for a physician to ac - 
company seriously ill- or injured ipatients on a 

ho s pi t al - 1 o - ho s pi t a 1 1 ran sf e r ? 

e. Who pays civilian physician^? 

f. What about liability for injury to patients and^ 
physicians being transported?? Waivers of liability ? 

5 . MEDICAL EQUIP MENT. 

a. Can appropriat e m edical equipment be prepackaged 
and ready to go on the helicopter? 

b. Who .provides priginal- equipment ? Replac ementsi? 
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EXfflBIT I 
(Continued) 



6. COMMAND AND CONTROL. 



Military help is only a supplement to State resources, 
and the State retains ultimate responsibility for the 
evacuation of persons injured on the highway. How 
will coordination be exercised? Who will make the 
decision as to which hospital is to be used? How is 
mission to communicate with military bases and 
helicopters? What are arrangements for coordination 
on-scene? How are positions of crashes to be de- 
scribed? Grid systems? 

7;. HEDISTOPS. 

Where will hospital helistops be prpyide^^^^ (SFhese 
shpuldj ^usually be State- or community -fundediand laid: 
out after apprpval:by helico What ar- 

rangements for training of emergency rooni personnel 
and helicopter cr ews= in cooperation^ 

8 . MEDICAl:. TREATMENT BY HEBICOPTER CREWS. 

In addition to nor rhal emergency care pract^ will 
medics or corpsmembe permitted to administer fluids 
or drugs in emergencies ? Will State medicar society 
back this ? Will helicopter crews be prepared to render 
emergency care on scene prior to moving-? Will State 
agree to request "Good Samaritan** law if not already in 
force? 

9. WHAT TYBES OF CASES WliL BE CARRIED^ 



a. Injured^frdm highway to nearest hospital^ 

b. From highway to major medical center (bypass local 
hospital) ? 

c. From community hospital (after stabilization) to 
major center for definitive treatment? 
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EXHIBIT I 
(Continued) 



10. 



d. Other critical medical emergencies to hospital 
where ambulance unsuitable? 

COMMUNICATIONS. 

a. Will State undertake to advise all potential users 
(local police, hospitals, doctors) of availability of 
helicopter service, how to obtain it^ and limita- 
tions of service? 

b. Who will fund and install necessary communications? 
WilT State or miUtary undertake to clear any FCC 
problems, including licenses^ 

REPORTS. 

If militai^y conimand does not already have requirement 
to submit report of each case to own headquarters, will 
they make. a brief harative rep each: 
air evacuation? 



# 
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EXHIBIT II 
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The following publications are available from: 



National Information Technical Service 
5285 Port -Royal Road 
Springfield, Virginia 22151 

Economics of Highway Emergency Ambulance Service, 
Dunlap and Associates, Inc. (1968) —DOT /HS 003-295, 
NTIS/J'B 178-83.7^. Contract No. FH-11-6541. 

Ernergency:Gare Systems D emonstration Proj ect s j 
Eranlcl3ni Institute Research liabbra^^^ 
HS 800-006 thru 009 (4 volumes), NTIS/ PB 179-847 
thru :8 50 (4 volumes), Gontract No. FH-H-6596. 

Commonwealth of Pennsylvania, Helicopter Ambulance 
Study . May 1969. Einal Report. Project EMS 68-1-001. 
Robert R. Coleman, Project Director, Pennsylvania 
Department of Highways. DOT /H? 008 -477, NTIS/=PB 
197-240. 

Nebraska Air Ambulance Project, Operation Sky -Aid 
July 1969, Final Report. Project EMS 68-1-001, 002. 
Paul R. Haith, M.Ed, , Project Coordinator, DQT/HS 
008-478, NTIS/PB 203-293. 

Emergency Medical Services for an Urban Area, City 
of Detroit (1970):, Final Reprort. DOT/HS 800-418, 
NTIS/PB 197-752. Contract No. FH-n-6901'. 

Air Medicar Evacuation System (Ames) , Arizona State 
University (1970), Final Report. DOT /HS 800-267^ 
NTIS^PB 193-724; Appendix DOT^HS 800-268; NTIS/PB 
193-725. Contract No. FH-ir-7090. 
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EXHIBIT n 
(Continued) 

Helicopter Ambulance Service to Emergencies (HASTE). 
Metropolitan Inter-Cbunty Council, Minnesota (1971),. 
Final Report. DOT /HS 800-495, NTIS/PB 200.-308,- 
GontractNo. FH-11-7128. 

Coordinated Accident Rescue Endeavor, State of Mississippi_ 
(Caresom), Mississippi State University (1970), Final Report. 
DOT/HS 800-460, NTIS/PB 199-756; Appendices DOT/HT 800- 
461, NTIS/PB 199-757, Contract No. FH-11-7146; and 
Extension of Project CARE-SOM, Final Report (1971), 
DOT/HS 800-584, NTIS/PB 204-999; Contract No. HS 
^019-1-020. 

Emergency Medical Service System, University of Cal- 
ifornia-Los Angeles, DOT/HS (to be published); NTIS/ 
PB (to be pubHshed), Contract No. FH-11-6849. 

The following publications are available at the price indicated- 
from: 

Sup e r int en d en t of D ocu m ent s 
U.lS. Government Printing G)ffice 
.- Washington, D. C.= 20402 

MAST, report of test program. Interagency Study 
Group, July-December 19.70,^ GPO Stock NR. 
1^27-0030. 45 cents. 

Helicopters in Emergency Medical Ser vie e, NHTSA 
Experience it o^Dater Bee. 1972, ySGPO:rr972, TD-8. 2: 
B36, S/N :5003-OOm, 40 cents. 

Heliport Design Guide, D epartm ent of Transportation, 
Federal Aviation; Administration, Airports Service, Nov. 
196^9, USGPO.V1969, Advisory Circular 1507 5 3 90 -m, 
75 cents. 

Helicopter Ambulance Services - Do youineed it ? Can 
you justify it ? Can you^affor d it;? EMS^ U.;S; Depart - 
ment -of Transportatibh, Rescue and Emerges Medical 
Services Division, Washington, D. C. 20590. 
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APPENDIX H 



OUTLINE OF MATERIAL FOR 
AMBULANCE- PERSONNEL TRAINING 



The Committee .on Emergency Medical Services, National Academy of 
Sciences -National Research Council (NAS-NRC), produced outlines on 
which this appendix is based in the form of guidelines entitled "Training 
of Ambulance Personnel and Others Responsible for Emergency Care 
of the Sick and Injured at the Scene and During Transport'* and "Advanced 
Training Course-Emergency Medical Technician-Ambulance. " These 
guideHries and recom 
of action to, develop 4 na^^^ 

develppment^of the present 81 -hour DOT Basic Training Course for 
Eme rgency Medical Technicians^ 

GUIDELINES FOR BASIC TRAINING 
OF AMBULANCE PERSONNEL 
(81 hours); 

SECTION ONE - EMERGENCY CARE 
t ANATOMY AND BHYSIOLOGY" 



A. 


Musculbskeletai System 


B. 


N ervous Sy st em 


G, 


Respiratory Syst em 


D. 


Circulatory Syst em 


E. 


.Genitourinary Systeni 


F. 


Gastrointestinal Tract 


G. 


Abdomen- 


H. 


Skin 
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I. Eye 



J. Topographic Anatomy 

II. VITAL SIGNS AND THEIR SIGNIFICANCE 

Normal ranges of vital signs and abnormalities related to injuries 
and other emergencies, to include pulse, respiration, blood pres-^ 
sure, skia temperature, color of skin and mucous membranes, 
pupils, states of consciousness, paralysis, and reaction to pain. 

III. LIFE-THREATENING EMERGENCIES 

A. Airway Maintenance, Artificial Ventilation, and Oxygenation. 

B. Cardiac Arnest and Gardippulmonary Resuscitation. Instruc - 
t i on a s pr es c r ib e diby^^^t h e Am er lean _H ear t As s oci at ion. 

C. Bleeding. Pressure dressings, ^pressure-points; eniphasis on 
strict limitation on use of tourniquets. 

D. Shock. Include administration of intravenous fluids. 

IV. INJURIES 

A:. Wounds - General. 

1. Definition - Open, closed; abrasion, puncture, incision, 
avulsion; penetrating, perf orjating. 

2. General Effects - Interference wit h^f unction; shock. 

3. Local Effects - Hemorrhage, external, internal; interfer- 
ence with blood supply; destruction; foreign bodies; con- 
tamination. 

B, Injuries of Bones and Joints 

Under each heading, instructions as appropriate on techniques 
of handling extremities, methods of moving victim, dressings, 
splinting, traction, positioning during transport; emphasis on 
treating sprains and strains as if they were fractures or dis- 
locations. 
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1. Fractures and dislocations of upper extremities 

2. Fractures and dislocations of lower extremities 

3. Fractures and dislocations of spine 

4. Fractures of pelvis 

C. Injuries Other Than of Bones and Joints. 

Under each heading, instructions as appropriate on airway 
obstruction, cardiac arrest, hemorrhage, techniques of mov- 
ing, release from impalement, dressings, splints, position- 
ing, preservation of avulsed parts (ear, nose, digits, extrem- 
ities) and possible complications during transport. 

1. Scalp and skull 

2. Brain 

3. Eye, ear, nose 

4. Face and: jaws 

5. Neck 

6. ehest 

" T. Abdomen, pelvis 

8. Genitalia 

9. Back 

10. Extremities 
BURNS 

VI. ENVIRONMENTAL EM^IRGENGIES- 

Instruction as appropriate on prevention of additional injury, 
methods and hazards of removal from environment, initial care, 
contamination, possible cardiopulmonary complications during 
transport. 




A, Exposure to Cold 



B. 


Exposure to Heat 


c. 


Exposure to Radiation 


D. 


Electrical Injuries 


E. 


Near -Drowning 


F. 


Explosions 



VII. ACUTE POISONING 

VIII. MEDICAL EMERGENCIES 

Fainting; stroke, heart attack- corivulsions;^^a^ 
diabetic states; perforated viscus; hemorrhage; asthma; emphy- 
sema; nosebleed; shock; unconscious states; a;llergic reactions; 
urinary retention; strangulated rherhia;^protrac^^^^ drug: 
withdrawal; spontaneous pneumothorax; communicable disease 
\(special emphasis on. pediatric emergencies);. 

iX. EMERGENC Y GmLDBIRTH: 

X, MANAGEMENT OF EMOTIONALLY JDISTURBED AND UNRULY 

SECTION TWO - AMBULANCE SERVICES 
Xt. PERSONNEL 

Effective service requires proper attitudes and conduct in work;: 
show of responsibility: skills obtained by experience and training; 
acting within limitations of capabilities. 

Both attendants and drivers .must be equally trained in each other^s 
duties and responsibilities so that they may function interchangeably 
or independently in caring for n^^^ltiple casualties. 
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Duties as an Attendant 



Personal Attitudes and Conduct: 

1. Professional Manner - Definition; ethical standards re- 
quired; control of emotion; courtesy; tone of voice; refrains . 
from smoking while engaged in duties related to care of 
patients; uses appropriate topics of conversation. 

2. Personal Appearance - Hygiene and grooming; proper wear- 
ing of uniform; identifying insignia, 

3. General Conduct - Shows interest in job; concern for in- 
jured; "common sense" care; teamwork efficiency; pre - 
vents embarrassment to, injured; gives reassurance to 
injured; uses injured^s resourcefulness in helping himself; 
shows responsibility for his safety, self, others; coojpera- 
tion, 

4. Response to Injur ed^s Need for Religious Comfort in Face 
of Death - Obligation to notify cler^man when requested. 

5. In Cases of Apparent Death or Deaths - Definition of death; 
examines for signs of death; where death is certain, moves 
body in accordance with local ordiriances or regulations;; 

for ethical and humanitarian reasons, remains= with deceased 
until arrival of police, a medical examiner or coroner; 
shows courtesy, respect, and consideration in handling and 
expp sur e of t h e d e c eas e d , ^ 

6. Disclosing Bad News - Creates proper atmosphere; dis- 
plays attitude to mitigate bad effects; demonstrates sym- 
pathetic air. 

Responsibilities to the 111 or Injured: 

7. Prompt and Efficient Care - Performs lifesaving measures; 
provides for safety and protection; gives all, possible emer- 
gency care when extrication is delayed; undertakes extrica- 
tion to permit emergency care; avoids undue haste and . 
mishandling; searches for medical identification emblems. 



8. Preparation for Transport to Hospital - Immobilizes in- 
jured parts; prevents disturbance and exhaustion before 
transport; makes sure of the cooperation of the persoa 
being transported; ensures optimal preparation before 
decision to transport; protects his valuables. 

9, Continuing Care En Route and Delivery to Hospital Emer- 
gency Department in Best Possible Condition - Rides in 
compartment with the ill or injured; continually observes 
and protects; administers fluids and other measures as 
instructed or indicated; reports changes in condition during 
transport, 

10, Skill in the Use of Ambulance Equipment and Supplies - 
Cooperation - When a physician or a paramedical person 
is present at scene of the crash, assumes subordinate role 
andsgives full cooperation; in their absence, carries out 
functions which are the usual responsibilities of police offi- 
cers, firemen, other ambulance personnel, public utilities 
personnel, clergymen; cojoperates fully with hospital emer- 
gency department staff s.- 

Duties as the Driver 

1, Personal Attitudes and Conduct - The same standards of 
professional manner^ personal appearance, and conduct as 
pertains to the attendant are applicable to the driver. 

2\ Responsibilities^ to the Injured - Transports the injured in 
such a manner that it minimizes disturbance to affected- 
part and ensures comfort, prevents shock, allows freedom 
of breathing, avoids further danger to the injured; knows 
and abides by la \ys and traffic regulations pertaining to 
ambulances, 

3. Vehicle Operation; - Practices defensive driving*^; exer- 
cises emergency privileges properly; prevents crashes; 
engages in safe driving practices; knows and uses proper 
operating speeds; knows importance of gentle driving, 
starting and stopping; knows the relationships of speed to 
"reaction distance, " ^^brakirig distance, *^ and *^stopping 
distance;" makes proper use of lights and sirens. 

4. Transportation of Mass Casualties - Drives along assigned 
routes cleared by police; does not alter routes unless 
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directed by police or central dispatcher; proceeds only to 
designated areas or hospitals; cooperates in a coordinated, 
constantly -flowing effort. 

5. Maintenance of Vehicle - Understands principles of engine 
and can make minor repairs; routinely inspects and serv- 
ices mechanical parts; checks safety equipment; cleans 
debris from vehicle; decontaminates inside after transport 
with contagious infections or radiation exposure. 

EMERGENCY VEHICLES 

A. Ambulances 

Regardless of the degree of injury or illness for which the 
ambulance is dispatched, the ambulance and its equipment 
must be adequate to cope mth the most serious emergencies. 

B. Helicopters 

In helicopters cruising at low altitudes, the medical problems 
pertaining to 4ranspprt in a fixed-wing aircraft are riot perti- 
•rient. At altitudes under 1, 000 feet, the indications for oxygen 
administration are the same and the problems encountered in 
case of vomiting, sucking wounds of the chest, and injuries 
to the sinuses, ears, and brain are deait with in the same 
manner as during ambulance transportation. 

1. Criteria for Use - Accessibility to the injured; speed in 
transport of attendants to the crash scene, ' and of the in- 
jured to initial-emergency care facility^ or in transfer to 
a medical center. 



2. Special Problems - Dust requires covering of all open 
wounds; moving rotor blades dictate pattern in approaching 
and leaving helicopter; air turbulence requires special 
attention to securing of litter and the injured; noise inter- 
feres with communication a.nd evaluation of vital signs; 
vibration may make procedures such as intravenous ad- 
ministration or intubation difficult. 

G. Rescue Vehicles 

The space requirement for personnel and equipment in 
resci \ vehicles designed for medium and: heavy 
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precludes their use as ambulances. Light rescue equipment 
should be carried on ambulances as well as on rescu-- vehicles 
and ambulance personnel trained in its use. 

XIII. THE USE OF EQUIPMENT AND SUPPLIES 

Thorough familiarity with the theory of any particular device, 
indications for its use, the desired effects when it is used, its 
capabilities and limitations, and its malfunctional problems. 

Maintenance, exchange, and periodic inventory. 

Efficiency in use, as prescribed in the section on emergency care. 

A, Emergency Care 

1. Airway Maintenance, Artificial V>entilation, and Oxygena- 
tion - Suction apparatus, installed and portable; catheters, * 
airways, mouth-to-mouth and oropharyngeal, * mouth gags; 
:bag-mask resuscitation unit, installed and portable, * oxy- 
gen tanks and masks, * manually triggered oxygen -powered 
ventilation apparatus. * 

2. Control of Hemorrhage - Compression dressings; tourni- 
quets (emphasis on strict limitations in their use)^ 

3. Immobilization of Spine and Extremities - Backboards; 
half -ring splints; padded bpards; inflatable splints; trian- 
gular bandages. 

4. Dressings - Large universal dressings; pads; bandages; 
pins; tape; shears. 

5. Fluids - Intravenous fluids and administration sets. 

6. Emergency Childbirth — Obstetrix^al kits. 

=7.. Acute Poisoning - Medicinal charcoal; syrup of ipecac. 
8. Lighting r Flashlights; floodlights; generators. 



^Appropriate sizes for adults, children, and infants. 
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B. Safe and Efficient Transport 

Warning devices; lights; temperature and humidity controls; 
restraining devices for litters and occupants; litters; blankets; 
pillows; neck rolls. 

C. Safety Equipment 

Warning flags and flares; fire extinguishers; helmets; rubber 
gloves. 

D. Light Rescue Tools 

Lifting, prying, cutting and battering tools; backboards; ropes; 
straps. 

E. G p mmu rii c at ion = 
Radio equipment. 

P. Elective Equipment - For Use by Physicians or Other Persbns^ 
Trained in its: Use 

Trachea! intubatiibh kits; mechanical external cardiac com - 
pression machine; radiation^ d 

or cricothyreptomy set; equijpment for mohitprihg '6f vital 
signs; cardio^copMHefibrillator; . ple^ set for ten - 

s i on pn eu m ot h or ax . 

Xm. COMMUNICATION^ 

Instruction and' dempnstratipn by cpnimunicatipn experts pn^use, 
regulations,, limitations,, and mainteriaiice ofi equipment;, and; by 
physicians or paramedicar.perspnne of care and= 

delivery of the injured. Emphasis: om importance ^of day-to-day^ 
use as a prerequisite tp efficient operation in disaster. 

A. Us es of Gommuni cation Equipni ent 

pispatchvand contrpl imovement of arnbulanoes;: clear traffic 
lanes; mobilize rescue equipment; dispatch prof essional. per- 
spnnel and supplies; advise ambulance :personnel oh care of 
those injured-at scene and'during transport; alert emergency 
depart ment s of exp ect ed. arrival and! c onditiph of the injur ed; 
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distribute the injured to appropriate medical facilities; co- 
ordinate with local government and civil defense officials and 
with backup ambulance services. 

B. Design of Communication System 

1. Radio Communication ~ Twenty-four hour capability; cen- 
tral dispatching; area to be served; terrain features; flexi- 
bility of cross -communication with other systems; system 
not in parallel with, or isolated from, other networks; 
compatibility with radio or video transmission of vital 
signs. 

2. Auxiliary Communication - ''Walkie-talkie*'; telephone 
messengers. 

e . Ibiifiit at i bns on Us e- of Equipm erit 

Federal Gommumcati^^^ stand-by 
power esseritiatat fix 
^be blpckedv 

im. ^RELA^IQNSinPS: vM^'m^WM:. EMERQENgy DEPARTMENTS 

Thorough ^amiiiar^tj^M^ 
to ensure ad;equacy-of:m 

A. jPrbblems for Ambulance Perspnner 

1. Delays-in Delivery of Injured - Blocked access; trs^^^^^ 
control; inconvenient location of facilities. 

2. Delays in Continuatiqn-of G emergency 
department personnel; inadequacy of exam 

fnent facilities;, lengthy history takin lack of triage. 

3. Delays in Return or Exchange of Equipnient an^ 

B. Rapport 

Mutual courtesy and understanding of each other ^s problems;: 
efficiency of repprtihg by ambulance .personnel; AviUing^^^ 
cooperat e and to-as sist on requ est . 



G. Cooperation 



1. By Emergency Department Personnel - Assistance in clear- 
ing v/ay and moving victim; avoidance of delay; return or 
exchange of equipment; replacement of supplies; construc- 
tive criticism of inadequate or improper care rendered; 
credit for use of good judgment and proper care; priority 

of emergency department attention to life-threatening 
situations; periodic critiques of quality of emergency care. 

2. By Ambulance Personnel - Optimal emergency care and 
efficient and safe transport in advance of delivery to emer- 
gency department; advance notification of arrival; identifi- 
cation of victims whose conditions might warrant high pri- 
ority of reception and resuscitation; assistance as. needed 
or requested;, compliance with hospital regulations;, render- 
ing of reports to hospital/ personnel and to p^ if indi- 
cated; retrieval ctf and supplies; prompt departure 
from emergency departs =participatiOn-inidisas^^^^ driiis^ 
and: crifiques^ 

XVI. CONTROL OF THE CRASH SCENE 

Immediate attention to life-thre^^ 

any action to control the scene by ambulance>;^=rsonn^^^^^^^ 

A. Needs for Control 

To-permit access, prompt care, extrication^ protection froni 
further hazards; clear lanes for departure. 

B. Actions at Scene 

Anticipate, en route, possible hazards locatibn^and^ 
type ojf emergency. 

Prevent further crashes or hazard by: pr ecaution^ in parking 
ambulance; r empva^l vfr om situations threatening to lives of 
the injured^and ambulance personnelv such as spilled gasoline 
or chemicals, escaping gases, downed ^power lines, spreading 
fire, flooding water;, warning devices to divert traffic. 

Restrain bystanders from-crowding, mishandling of the in- 
jured. Obtain assistance of volunteers and specify tasks.. 
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Manage relatives by allaying hysteria; reassurance; ques- 
tioning and informing away from presence of the injured; 
prevent mishandling of the injured. 

Avoid assuming functions of police or other authorities when 
they are present. Do not permit their actions to compromise 
care of injured. 

XVII. RESCUE PROCEDURES APPLICABLE TO AMBULANCE 
PERSONNEL 

In urban areas, when specially equipped rescue vehicles may not 
be readily available, and in rural areas, where such vehicles are 
nonexistent, or valuable time might be lost in calling from the 
scene of the crash for equipment, ambulance personnel must be 
iprpvide^ ^suchLlight rescue equip be-carried on the 

ambulance,, and they must be tra^ 

When, rescue from entr or-cpnfinement or rernoyalifrpm 

poises, water, or other hazardp^^ 

em er gency c are for life -thr eat eriing: cpndit i 6ns ^ must b 8 c ar r i edi 
put to the extent that access 4o the injureid^permit3 Short -di stance 
rempvai from immediate^^^^h^^ be rneces^ary bef pr.e e 

/gency c^re can be rendered. 

Ambulance ^Mrsphne engage in rescue pr pcedures when^^ 

qualified rescue-persons a 

A, Short -Distanc e Rempval 

Drags; manua^^^^ litters, imprpvised or standard;/:back 

boards; chair carry; ladder rescue; rope sling> 

B. Extrication Procedures 

F r dm v ehi cles ; b uilding d eb r i s ; el ect ric al dines and ejquipment; 
water;, vats an detanks; caissons, tunnels, wells, and caves; 
heights, farm andiindustria^l machinery; Ibcked or blocked- 
living or working areas. 

e. Light Rescue Equipnveht anci^dts^U 

Lifting, :pr3dng,, batteringvand^cutting:^topls for release from 
entrapment or for forcible entity; backboards, ropes, straps: 
for removal; iportab le lighting and f ir ef ighting equipm ent . 



H-12 



# 



XVIII. MEDICOLEGAL PROBLEMS 

Ambulance attendants must be thoroughly informed by appropriate 
local legal authorities of Federal la w^. State statutes, and local 
government ordinances regulating operation of ambulance services 
and communication systems, and standards for personnel, vehicles, 
and equipment. 

A. Operation of Ambulance Services 

1. General - Levels of responsibility as applicable to a local 
government operation, a commercial enterprise, or a 
voluntary organization; subsidy; liability coverage. 

2. Vehicles - Licensure; safety inspections; use of warning 
devices; traffic regulation compliance and exemptions; 
sanitation. 

3. Communication: - Violations of FCC ^r^^ 
t ion with; other n etwork s . 

B. PersoniieLStandards: 

(Qualifications for employment; training; requirvenients; cer^^^^ 
fication^ and lie ensure; liability insuranc e; complianc e with 
tr aif ic laws;, act s within limits of t raining: and ability; p^ 
tectidn under "Good Saniaritari" la w^^^ 

C. Vehicles and^ Equipment 

Warning devices; identificatiori symbol; safety specifications; 
safety devic es . 

D\ iir or Injured^ Care Situations 

Mentally disturb ed^or unruly; accompaniment of females; use 
of restraining devices; requirements for ppUce escort; man- 
agement of alcoholics; reporting; of animal W 
tion-of anima;! carcass; mariagement o£ att empted :suicide, 
including search, protection of records= and' evidence; dying 
declaration; disposition of dead=, including.assurance of death, 
author izatiofi >f or mov enient,. notification of author iti es; 
reporting of crashes involving felonies. 




XIX. RECORDS AND REPORTS 



Adequate reporting and record keeping are essential duties of 
ambulance personnel in transferring responsibility for the ill or 
injured's care to the personnel in medical facilities, in complying 
with the requirements of law enforcement and health departments, 
and in fulfilling administrative needs of the ambulance operator. 

A. Purposes Served 

Further continuity of care; basis for correction of infractions; 
source of information for determining quality and adequacy of 
ambulance services; provides data for analysis of causes, 
types, and degrees of injuries and illnesses requiring emer- 
gency care; provides legal evidence. 

B. Procedure 

Must hot take priority^ w Interrogate v^^ 

relatives Or bystanders; :note pertinent statements^ hot 
available later for full interrogation; collect suicide notes or 
related^^papers ^Qr iega3; authbritreS; hpte^ 
statement; :searchvfd^ emer/gehcy med 

vices; saf eguard weapons wh^^^ or may^haye been^ 

invqlyed in suicid e or homicid e . 

G. Information D esir ed: 

1.. Medical JPacilities. - Id ehtif i cation of il^^ type of 

crash or nature oT illness; location of person whehi first 
seen; rescue measures preceding enierg^^ 
^given at ^site^and^during^transppr^^ crashes and^ nnshaps 
during transport; dispos^^^^ 

2. Law - Information gained-in absenc or anciUary to 
ne eds of officials: circumstances in :s^^ homicide, 
or rape;; animal bites; d3dng statements;, statements that 
may ser^e as testimony^ 

3. Heaithi - Requirements^ of coroner or medical examiner^ m^^ 
case of death at scene or during tra^ 

radiation, chemical^ or .gas hazards. 
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4. Ambulance Operator - Administrative records i-equired by 
ambulance owner, including time intervals of crash, dis- 
patch, arrival at scene, departure, and delivery to emer- 
gency department. 



SECTION THREE - IN -HOSPITAL TRAINING PROGRAM 

In-hospital training consists of observation, demonstration, and partici-^ 
pation to the extent permitted by the professional staff. Instruction is 
designated (1) to demonstrate the importance and benefits of optimal 
emergency care, efficient transport, and adequate reporting; (2) to em- 
phasize the penalties of inadequate care or improper procedures; (3) to 
familiarize the student with the equipment used, staffing, operating 
policies, and procedures of the department; (4) to have ambulance per- 
sonnel :pbservenprpcedures in resuscitation,, handl- 
ing the^unconscious^^ management ofi the mentally distur^^ 
and! t ejchmques^of ^ 
-(5)r.to^keep ambulance t^^^^ 
merit and^ emergency care; and'^( 6) 
intdisaster drills. 

Two cons 

der to receive credit towar d^cpmpletioh of ^^a course in the assigned de- 
part merit, 

Respprisibiiityfor conduct of ^his^^pro,^ 

of the emer gericy de^^ Trairiing ar eas^ iriclude the efner gericy 

department, pperating^^^^^^^^ recpvery rppms, the intensive -c the 
obstetrical department,, andsthe^psychiatric department. 



GUIBEEINES ^^OR ADV^C^JD TRAINING^ 
OF AMBULANCE PERSONNEL 
(480 hours) 

RECOMMENDED COURSE CONTENT 

The adyariced^ eme^^^^ 

ididat e^ aireg^dy has: the educationadl^oundatiph :prc5vid^ EMT A 

^raining^ Much-6f hrsmdditi^ 

:ana;tpmy,. fphysiolpjgy, pharrnacolo^, and^bacteriolpgy covered^duri 

^he^basic course^, but ^th: emphasis nowdirect^d^ tphpathp^ 

changes aridi their correction, rather than rsymptom treatment. Practice 
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invbasic emergency care must be carried out until response is not only 
correct but instinctive. 

Training is through classroom demonstration, laboratory experience, 
and actual patient care in the various areas of the hospital. Emphasis 
is on the anatomic and pathophysix>logic basis of a disease process, rea- 
sons for the type of treatment rendered, how this treatment alters the 
disease process, and autopsy findings in instances where the patient does 
not survive. 

In addition to the procedures that the student is authorized or directed by 
a physician to perform, he will observe and become familiar with many 
procedures now performed only by physicians. Life-saving procedures 
must be thoroughly learned by all students, whether or not local regula- 
tions would currently allow them to carry out such acts independently; 
men/trained in; one juri^ 

Mws negulatinf thei? activity are not sp.limiting. ^-mdr^ enrer|ency 
medicaf^t^chnicianl^am as^heir capabiaitie3 

recpgaized, and^as ;gbpdi^ambui^ 
fgreat^r-use # their :skills 

qShe^cunMculum shc^ild;^^ 
a^ to^quaiify^the emerge^cy>irfr 
inpw appliedsby alliedvhea^ 
^hospitals andbby military medi6aQ; c 

Subjects pi Hhe c^^^^^ 

I. ANIMAL L^mQRM^ IIXI^REENGE: 

A.. Signs, symptoms, cprr.ectipn of: 

1. Airway pbstnuctr^^^^^ asphyxia,, hyppveril-ilation> -hypoxia 

2.. ¥ehtritiular fibrillati^^ premature ventricular^ c^^ ^ 
tions, ventricular standstill^ 

3. Eneurnpthorax 

a. ilensipn^ 

^b>. Qpeh 

c. iSimplle (hazardipf convertihg^to tensibn^pneu ^by^ 
administering ipbsitive^pressure ventilation)^ 
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4. Hemothorax 

5. Cardiac tamponade 
B. Expertise ifi: 

1. Endotracheal intubation 

2. Endotracheal suction 

3i Assisted and controlled ventilation 

4. Venipuncture 

n. CLASSROOM AND LABORATORY 

A- . Anat orhy ^ dida ct i Cy anat bmy lab or at or y,. imor gu e 

Advance daphysiblogy 

v.. Normal 

3> AbnprmM^ 

a^ Hypoxia^ asphyrcia^ hypc^enti^^^^ cpmplicatr 
oxygen inhalatidh^^^ decompensated' P 
iung;?disjease 

^b. :Hypbveierni;a 

c. Shock 

dl, Crarii^ i^^juri^s^ 
?e. grug^ pvendpse 

f. BAariis^ • 

g. 'Gprbhary^pcclus^^^^^ 
^1. Stroke 

i?. 'Diabetes 
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j. Drpy/ning 

k. Electrocution 

1. Masked organ damage 

e. - Bacteriology r-principles of infection, asepsis, decontamina- 

tion 

D. Pharmacology 

1. Ac id /base concepts 

2. Common resuscitative drugs, vasoactive agents, anti- 
arrhythmics, alkalizing agents, balanced electrolyte solu- 
itipns, ^blpod volume expanders 

3^ ^^t^tioris of and^^ea:p1i^^ 

^Sontraindi^Sa^^ 

(PlM^i vohim^ --re^fiSMhip^Q* ^pulse rate,, 

urine output 

^s^ >aM inte^^pre^ 

Aise^ot =jje^d^;pa^ ^commonwarfi^ 

G. ^efibrilJation-rassg^;i^^ 

Hypp^ermic 

f. Intravenous ih^ tubings ^needle siz e s, dy- 
hamiis^pf^E^ ^site selettrph> ^plu rive diMi cations^ 
restrictions 

J% Pacemakers 

K. St erile t echniques 

I s Q3^t ion :t ec hrn que s 

M\ ^se arid^riiaintenarice of app 
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N. Gommon problems and pitfalls associated with the use of 
equipn^ient (understanding of tank color coding, pin indexing, 
reducing yoke installation) 

O, Unacceptable equipment and why— respirators, airways, etc, 

P, Personnel management 

Q. Logistics management 

R. Concepts of coordinated disaster response 

S. Protection^-from noxious liquids and gases, radiation, mech- 
anical and electric hazards 

T. Communicatipn techniques —radio, telephone, verbal and 
written reports, telemetrj)^ of^iphysiiolo^ data 

U, Ileachfcg^echnique^^^^ audiovisual^, 
examiriatiqris:^ 

Principles of extri^xationvarid ^pati ^hajndling 

A , An e s t h e s i p 1 p gy 

Vital and' diagnostic signs -^necpgnifipn a^^^ 

2. Airway^cpntrpt^^hniqueB ajidSbneathih^ =pati^ 

t r ach ea 1 int ub at i pfr, suet i oni hg: 

3v Positive >prvessiihe ventiiatio 
anicail: 

4, Injections^intravenpus,. intramuscular., subcutanepus 

5, Intravenpus fluids 

6 Electro car di pgr am andi elect r penc ephalbgr am Epatt er ns 

7^. <Lpss pf protective reflexes 

8v Management of unconscious ^pa^^^^^ 
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B. Recovery room 

1. Management of unconscious patient 

2. Respiratory care, including airway control, oxygenation,, 
ventilation, airway humidification techniques 

3. Vital and diagnostic signs 

4\ Central venous pressure monitoring concepts 

5. Drainage systems— -gastric, bladder, pleural 

6. Nursing skills, such as transfer of patient? with dressings 
and drains 

G. Intensive care and conohary carve 

4^.. Momtors^cfaxdio » 

2. Defibrillation 

:3v Ilacemakers 

lhtraverious^fIurds^aiVd=^m 



5. 




a. 



Vit aP - an d^d i a gn o s t i c signs 



Use^of drugs 



Ele ct r p c ar di o ^am -^^b a s ic patft er n s 



(3 ar di qpulmonar y r e su s cit ati on^ 



10. 



Equipm iha^sards 



Erectroencephalbgraph'^^ ipossibTe organ-donor 



li'lurd^ intake^ output 
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D. Surgery 

1. Sterile techniques 

2. Anatomy and physiology 

3. Wound care 

4. Dressings 

E. Orthopedics 

1. Immobilization techniques 

2. Wound care 
tTiy?^sui*gei^ 
Iv Un:cpn_sci;pus^^ 
2. Paraiysis- 

3:. ^oundHcanf 
(3. -©bst^tflLCs^. nursjery^ and^zpediatfc^ 
1?. ^eliT^er;jr:aridhpOstdeliver^ 

:a.. ^lac^te 

b; Hemorrhage 

iC. 3Reiunea^ dam:ago 

d, M&nitbrpig of^etalMhea 
:2v ^(|ai^e-of inewbprn^ 

a. Handlin^ipfHhe dnfant-^te etc. 

lb. ^^rwajr^entM^tion^aM^ 

c. 'llmbUjkia^ ct^ 

«-2i 
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di Temperature control 
e. Cardiopulmonary resuscitation 
H,. Emergency department 

1. Application of =principles of emergency care 

2. Critique for evaluation of good and poor emergency care 
at the scene with follow-up ih.hospital 

MORGUE--OBSERVATION 0F AUTOPSIES F 

A. Basic topographic anatomy 

B . G ondi ti onin g-t o open: wounds , trauma 
^Lnatt^imcibasis^o^ =SidptracheaMnt^aU 

ID;, ^au^e^of death-frofi^ 

E. ^<3 omp]i^af i o^ icardi^c^c pmi^ 

^^rac tuhiesi smd^ ^ erve^an d! 

yess endamage 

%- 

PRACTICE IN SIMULATED AND REAL EMERGENCIES 

A. Extrication •^rght,. iheayy 

S;. Triage^fsbrtirig)i 

e. Disaster .^ercises 

©I Group Management 

E. Stop-action dem^^ 

^E. Ambulance desigh^adaptati^nvaiid^^ 

G\ Ambulance mainte^^ use^of common 

tools 

H% ^ran sport over^diKicylt it^rrairv 

H^22: 



I. Helicopter transportation 

J. Water transportation 

K, Review of patient care situations 

L. Driving reyiew---ernerg.ency driving, defensive driving. 
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APPENDIX. I 

A MODEL ORDINANCE -OR STATUTE 
REGULATING AMBULANCE SERVICE* 



I. INTRODUCTION 

A. Development of this model ordinance or statute began in 1956 
when representatives of the medical profession concluded 
that the medical profession had taken too little interest in 
preventing trauma, while those responsible for traffic safety 
were too little concerned with the human salvage operations 
of the doctors. This resulted in a Joint Action Program 
spqnspred-by> thnee orga^ the American College o£ 

Su^gepns^. ^tfie Arnjericaiv AssS^piatiOn 4or^the S^ 
and^the iTatignai^S 

Late 4n= i9^^ tthe ^5^:55^ comfnitte|i-o^^ 
Tr af f i^^ ^nf e r eft^ 

relating^to-thfe trai^ ^ spgp:ia3;^^5n^ 

fenence^Cjommitte^ ^ars^acti^ated^^reprie^ 
interests inv61v§4>^ including, a legale cohfultai^ 
theitask. 

Th^npaggs^hat f pltew^fnepnesent an^ grdin 
velBpediaft^r a nuf^ er of meetings^ crf^the^cgm^ ^andi 
extensive^c pgnesppndf^ 
i^umenpus-citj^^ordina^ 

iCipal; L.awAi^ficer| imptier iPiX the 

^October :28^ 1962,, meetings o^^thf^specia^^ 
Gprifenence,. representati^^^ 
ithrpughout the-cpuritry ina^t^ndance-pff^ 
suggestidns^^hi^ Th§^mdd^j^v\vas apr 

iprbvediby^the Tr^fic Confer ence^o^^ 196^. 
Sectrbh## .and^l=0#5;v4'were ai^^ to^ 
5requir\e^ambulance leq^ ^or ihaiidHngiSe'N^era^ 

^emergeftcreSi, other^tHaai dref sin 
and^addifi^nalJ traj amb\ilaricg .att;endants;. 

JDi. At=thLS meeting^t wa^^ 

^be mpre ieffectiye y^it law^. Therefore, ^the^draft 





is= designed so that mth appropriate chan it may be used 
also^as= a= Model Statute, Where feasible,, it was cone ludedy 
a state statute is preferable to a local ordinance, 

E, On page 1-5, Section 2 Licensing Requirements,- it is pre- 
sumed that where .the. model= is- used as an. ordinance the city 
or county has legal authority under state la w-tp adopt sp.ecial= 
license requirements for ambulance^ The Tega,! assumption, 
which shbuld^be verifiedUn each case, is that the city or 
county has authority under its police power to prescribe 
regulations necessary to supplenierit state laws where the 
ipublic safety and welfare so require, T^herefore, it should 
be expressly understood that, in any state, the model, when 
adopted as an or dinanc e, must be mpdif ied; to elim^^ any 
conflict with existing state laws. 

^he:4nt(|nf^^t^ 

!nec^§ssa:?^^p^]±c zS^rvvi^^^and^i^v^i^ 
rtH^-^UnitedwState3%. 
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•A MODEL ORDINANCE REGULATING 
AMBULANCE- SERVICE 



An Or dinanc e to Regulate the Licensing, Inspection and= 
Operation of Ambulances,, to Provide Standards for the 
Licensing of Ambulances and of Ambulance Drivers, At- 
tendants/ ahd.Attendant -Drivers, to Provide for Renewal 
and Revocation of Licenses, to Require Written Reports, to 
Provide for Traffic Regulations of Ambulances, and to 
Establish Penalti e s f or V iolati on of it s Provisions . 

The (enacting:body____) of (city or county. — ) 
ordains as follgws: 

SECTION 1. DEFINITIONS 

^filessi^other^ vthe^err& 

Ai '"Strnbul^rice" 

^^hi^le or aincraft* ^KaN^^ Ipeci^ tdegi|ri editor constr^ 
afid^equipg^edi^ ^ndfil^^teffdedf^oJbe^^ 

or operaied^rM:h6^tr^hsp including^ duaiT 

ipui:^p(5§e ipg^lifi 
vvsrlnc KiOtMr^s^ 

except any fsuch-mot ^ehi<:le-br aircrs^ Or 
o^ra^ edliinder^the-d^^ control?upf,. vthe^^nitM^Statel^ 

©. ''*?mjendaiit "^^m edtaiid^r qualify re r 

sponsible ^ or ;th 

ithe ipatientsrwhether or ngt thetatt^ridant^^ 
driver,. 

"feteftdarit-Qr^ mfe^ns s^ipersOn^ who is-%aiUfi^^^ 
^attendant and^ a d^iuer.. 

**i)riyer**'m:eans =a^ 
anibulance, 

*yDua3:4pufippse^polic^^pa^ 

iby^a ipolice^de^ivtmen^^ ^hiichjis eijmppe^l'^^^ 
even ithough^it is a^ 

^Thts.inchide^^ 




p. ^'Health Officer** means the (city or county — ^_ .^^-^ _) 

Health Officer or other designated official. 

G. "License Officer"* means the (city or county., . _ _) 

( d esi gnat ed of f ic er - : - - ) . 

=H. "Patient" means an individual who is sick, injured, wounded, 
or otherwise incapacitated or helpless. 

L. "Person" means any individual, firm, partnership, associa'- 
tion, corporation, company, group of individuals acting to- 
, gether for a common purpose or organization of any kind, 
including any governmental agency other than the United 
States. 

III. SECTION 2. LICENSE REQUIRED* 

:No*perspn>. either ia:s ownei^,, agent pr-aherwise^ shaiiiofur ^ 

nish^. operate,, icgnducjr, m^rit:^in>. §^iventis:^j, or othierMs^ 

©e-engaged^ in or ipnpfl 

se^i6e-of the transppa^^ 

aaieysi, or ajij^ipubl^^ ^aj^tpr jpiac^ of ((^^ 

nrnpfis-^h^^hoias^ 
=arra>uaande> i|sued^p^rsM|iit^t5^rt ^n^ambulanae 
operate daby :anuageficy#^the^^ 
qiiinedntSifee lic^sj^^ 

Npmmbiitenc^ :shai:W and; 

np^rrdivi^iuaj^shail^idr^ attend^ or ipermit dt tp^be-pperat^d^ 

for :such .pur'ppses alleys, or a^lT^ib^yp 

or ipiacje (city^p^ 

under th^-imnred^^ 

^whb-rs^hblding a-ciarirentl}^ 

dr iy er or att end^^ . 

(C. I^rbvidedirhpweverv^. ^that no-suchiaicehses^shalt^b 

for an ambulMpe pr f or the driv attendant -pr attendant - 
driver ^pfanvam 

1:,. Avhibh is rendering a^Bista^ 
th^ case of a iifta^pr catastrppl^ 

^^^hene^the^e^iB^aH^ jhe:^shpuia«b.e desi^ated^^ 

^^ficeri 



the licensed ambulances of .(city or county _ — - ) 
are insufficient or unable to cope;, or is 

2. operated from a location or headquarters outside of (city 
or rnnnfy ) in order to transport patients 

who are picked up beyond the limits of (city or county-— 

- - ___) to locations within (city or county.__ 

— ), biit ho such outside ambulance shall- be used- 

to pick up patients within (city or county — - _ ) 
for transportation to locations ^yithin (city or county 

) unless the driver, attendant and attendant -driver 

and the person subject to the provisions of Section 2 A of 
this Ordinance in respect of such ambulance, hold cur- 
rently valid licenses issued pursuant to this Ordinance. 

m. SECTION 3. APPLIC ATION FOR AMBULANCE LICENSE 

Appilioatipn^ ii§ensjes!ih§r|uM 

lUggn luchvfprms 41 
^@ficer ajld' sha^ 

^ The riame an^^ andi of vthe^OAyner-ol ithe 

ambulajice; 

Br. The: tradesor iOther fictitious, nam it any,, under ^hixih^^h^ 
applicant do^s^^bu^^ 

The^training and^ MP'S^ int the^tranfpgr^ 

tiofi^a^d tcane ^ot fpa^^ 

5l3^. A^ d^sSr^iprtixyii of e^ includin|Athe ^mak^^: fri&del, 

year pf^manufacl^ motpr aiidi ch^s^ 
state or F^Mei*aJ^viatixD>n ^U^efis^mumliersjithe 3^ 

pf^time-the-amb\iianc?-^ 
insignia,, inaiiie^. inioriogr^mvpr other di^tir^ 
^efiiltics: tpHbe us^d^^tp^e^ 

E.. The tocatipfearvd! despm es f rpm 

>whichtit i:s fffit endeds^p pperat^; 

Such other information as the License Officer shall deemi 
rejasonably ?necers;sary tp^a^^ 
^ith rthi^sOrdif^ e. 



Gi An accompanying license fee of $ 



V. SECTION 4. STANDARDS FOR AMBULANCE LICENSE 

A. Each ambulance shall, at all times when in use as such. 



1. be suitable for the transportation of patients from the 
standpoint of health, sanitation and safety, and be main- 
tained in suitable premises; 

2. contain equipment conforming with the standards, require- 
ments: and regulations provided for herein, which equip-? 
ment shall be in proper and good condition for such use; 

3. currently comply with all applicable laws and local ordi- 
nances relating to health, sanitation and safety; 

A. equippfedi^ith suchili^ :siriens =and^ spjejdalum 

^tg Jde sighate it as -an amj|ulan^^ ed^ln 
iieasjonable iregulatiOi^^ Ldc ens e^Offic en;: 

and 

5. ^be leqtnppexlrMth :ap^ ari& 
fpr -a ;pa^5^nger in^the s eat such ^s eat i snpnoviidf di 

(Bv ^ny chanf e-6f owfiership^of a^ lie ens edi^ambtilaiic^ 

in at e :t h3 ii c eh s je an d: s hall? net|ui r | ^a^ n^ w appU.fegti^)nwari d^ 
license and^ cprtfprmance ^ithiall^he 
^Ordinance as up^ lix; ensingv 

C. Application if pfitra^ of :a.h3^ ambulant lit ens e^ ajiSther 
or substitute vehicle sh^l^ requir e^fionf Ornianc e^with^sili^the 
r e jquir e ni ent s of ^t his^O r duian c e ^a s^upon or if iiia^ii c e nsin g.. 
Nb^ambLU^nc^ assi^M^: mortgaged pr 

Pthervv^se =tran th^ apprptyM! of ^the License 

^©ffit er and :a; finding: of cdnf orniaiice mthvaj^ 
of thisi^^rdinanc e a:s-up0i originals dix: ensing. 

Eachiiic ensedSambui^ e„ its f qiiipment andM;heipremis:es= 
tdesrgnated^ni the appli^ recdrds-ivelating; tb its 

riiaii^teirance^and^ioi^e shap^be^ppeni to inspejc^ 

vtrohi by^the ilea^ 
=durin^usua^=lK)urs^^p^ 



E. No official entry made upoh a license may be defaced, re- 
moved: or obliterated; 

VI^ SECTION 5. STANDARDS T'OR AMBULANCE LIGENSE- 
LIABItlTY INSURANCE- 

A. No ambulance He ense shair be issued under this Ordinance, 
nor shall such license be valid: after issuance, nor shall any 

ambulance be operated in (city or county _____ . — _— ) 

unless there is at all times in force and effect insurance cov- 
erage, issued by an insurance company licensed to do business 
in the State ( ), for each^and every ambulance 

owned and/or operated by or for the applicant or licensee, 
providing for the payment of damages; 

1, for injury to or death^bf individuals in accidents resulting 
$rQmi4n^ c aus^^pr ^hi&h^ the-own(er ^bf sailil^ehi^^-wby^^ 
^be irabi^-oma^Cbunt of OiabilitjHnippsedi^on^ iam 
^liegari ss bf whether ^the^^ambin^ 
the bwner-br Ihis ^agerit^: and? 

% fpr :the 4&s^ pf^bf da^m in^ 
cludihg:.per3bnha3^ipr^bper^ oindef like^ci^cumstances 

4n^ syph^ sur&s ^and-urider suchi tepms as rim ^equired^ iri! 
iiegulaf u)n s ^iprbmii 

K,. Sfidlinsuranc ^halp^b^ submitt^^b^the ^fcigense^ 

^0^fib:er^^ 

license. :Sati§factbri^#^rde^ such dnsyi^n^ e is-^ 

^im^s ini fprce^arid^effe^ 

@ifiter;,. in^^suchi fpnm^as fie iby^a^Daicehsep 
iqiiired' tpi^pnpyide suchi insur^fice^under ithe ipi^byisrpns ipf 
©rdiriance; 

flSyerj)^ insyranpe ipblicy ireguiI^edlfipI^eunJd 
^priPvisibn Yor a^ continuing- OiabHit^^thertelundpr ^t^ fui^ 
ampurit ^thenep^ ^r^pt^thstandrng; any^^ that 
^the iiabiiity oPt he insurer s^ 

vencyipr-tfie-banlo^ptp^^ and!*hat iuntia?=fhe 

!poiiby is o:\evbkexlW hen n^^anp 

fromidiabidity pn^apcbunt p^ failure 
4:pwrervewiiperrse a^ ^the^endbof^the^^a^, or any^ act br^omi s 
sipni pf the:^rm media ssu :Such policy 65 iivsiJirarice shallfce 
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further conditioned for the payment of any judgments up to 
the limits of said policy, recovered against any person-other 
than the owner, his agent or employee, who may operate the 
same with the consent or acquiescence of the owner. 

p. Every insurance policy required hereunder shall extend for 
the period to be covered by the license applied: for and the 
insurer shall be obliged to give not less than days 
written notice to-the License Officer and to the assured before 
any cancellation or termination thereof earlier than its ex- 
piration date and the cancellation or other termination of any 
such policy shall automatically revoke and terminate the 
licenses issuedifor the ambulances covered by such policy, 
unless another insurance policy complying mth^the .provisions 
of this section shall be provided and^b e in effect at the time 
of such cancellation or termination. 

PL. She Mcense-^ffi^: er ^ithiru_.^^=^^days after ^ r 

of an apphxia^^ 
ilTerveih> cause rSuSht^fivesti^atro 
unlade 6f tfie-appl^ ^lul^Epfidgose^^oi^ 

^he iicense^©£fic^r sh^^ssu^ a^ 4ic^fi^:e ihereiinder 
sirejcified^ambiUajn t^) ^be^^idifpr a^i^ — —— — years 

ninlje SB earlier suspended^ r^eyokMi Q?^ t^miM ^hefiiihe^ 
firids:: 

nShat the public convenient e^^a^ 
ipr^op qse d ta mbuia Acje :s:erm5 e 

2.. njhat earch sychLambul^ its requirvedi #qin 

gjremises designatedUn^ ilmve<b:e^ icepta^^ 

^byrthe Heaftth^Sfficer^ 

3^ 'Ehat the applicant is a rvesppnsiblr §nd?^prope 
iconduct ior^oSk in? the iprpp6serd^flbusm 

4".. ^hat bnij^tduly liceris ed^dri^ers,. attendants and^ attend^ 
;drivers are ^employed' in su^fecap^ 

5^ ^Rhat aJlr^he ac*equiremerits> of ^h^ 
appliicable diaws and^<6^ 
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mil. SECJ^ION DUTIES OF HEALTH OFFICER 



A. . Prior to the issuance of any ambulance license hereunder, the 

Health Officer shall cause to be ifispected^the vehicles, equip- 
ment and' premises designated in each application hereunder, 
and shall certify his approval in a written report to the License 
Officer when he finds compliance with the standards prescribed 
in Section 4 A and in Section 8: of this Ordinance, and with the 
regulations promulgated under such sections; 

Provided, however, that under the terms of this Ordinance the 
Health Officer shall have no responsibility, and shall exercise 
no authority, in connection ^yith laws and ordinances of gen- 
eral applicability which deal with motor vehicle inspection. 

B. Subsequent to issuance of an ambulance license hereunder, 
^he )Heaath<©fficer sh^^ 

lie ens edi vehicle^, andiits: equipme^ Whenever 
tdeenis suchi irispection?rtp*b:e^necessa^^ iri^any>ieventino= 
3^ss ^r^quehtJy^hani^wic aAd' shall^iprx^ 

ipOi^^his tfindiiigs^inwa^^r^ 
^he^p^rix)4it infpect^^ 

^rOh^ tbvariy other :sM^ty of motjpr ^ehijcle* msf^i^tlcm requ^ 
=tpi^be imade ^orwam 

lns|)ectijcms f equ under ^gerveral^law^^or ^grdi^ 

^iiance^,. arid^ shallJ^nctt excruse^c5mp^ 

of law or (Srdinance-to ifnotgr 
^ehicre dnspecti^^^andlapp 
the trfquHiements. pfi any 
ordinance. 

€1 fii ic£)p5^ of each!lnitiMi. s emrr|finuM^ of tpth^r am^ ^equip^ 
imjeiit a^^d^ipf emises.ih submitte^^^by^the^Hieal^ 
^Officer lu the l^cehs:e<©ffrc er-un 

section: shaMibje^pfpmpt^^^ of Ir- 

.pens:eje tpfwlidm it ref^f s^ 

DC. SEiTI©r^% STANE)WR0S;iF®R 

;A. iRequlr^d^ equipment dni each ^ambulanc e s :at ali 

tdme^ when the ambulance is toi^^ lequipment ade'- 

quate in the ^udgipent of th^ Health^Officjer fpr Ir^ ^rescue.. 



*^his dn c lud e s aiSc raft 
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protected extrication, dressing, wounds, splinting: fractures, 
cpnt7=oiling hemorrhage, providing oxygen, assisting respira- 
tion, monitoring blood pressure, pulse and respiration rates, 
assisting in eniergency childbirth and management of mentally 
deranged; 

B. The Health Officer is authorized and directed to promulgate 
regulations, after public notice and opportunity for public 
hearing, to implement the standards provided herein as to 
required equipment in ambulances. In deterniining the ade- 
quacy of equipment, the Health Officer shail taKe into consid- 
eration the current list of essential equipment for ambulances, 
adopted by the American College of Surgeons or its duly au- 
thorized Committee on Trauma. Each licensee of an ambu- 
lance shall comply with such reasonable regulations hereunder 
as may b e promulgat ed by the Health Of f ic er and shall main - 
\taih in-each^such%.ajTabu^ 4t.a^.times^^hend is in nise as 
5|ut:h-, ai^ sychi^ginpfri 
0f f rc er iheiveimd^r i 



AND ATTENDANT -DRIVERS LICENSE 

Ap^^atron^i for^drUv^ att^dants^ andi atf^ licenses 

^hjlneunder shaaj?^^^ 

pr^Bcribedlbyrthe^ic^ 

The applicant icurrerit resWehce^, pla-cesHpf 
^reisidehc^ foi":----^^ 

addrvess^ .and-a^hgthHo£^^inrl^^he ihas reside or ^county 
). 

Bv The applicant'ls a:ge>. itnamta^ status-,, ^height,. col^r-#!eyes ^andi 
5hair\. 

iC; W^hether =h^ iha;s. ev^r ^b:g?^ 

and'iP sp>. ^hen and^^hei^e ancJjibr^hat cause; 

ip). TKe appKcanf'^ ^rami^^ 

ajnd^car^e^of patrerits^ aM^hether^he^hastprey^^ 
licefisedtars ai d^i^eft,: ^chauff eur,, attendant g^r a^ 
driyenv. andtdT so> ^hemand!<where, :and^ whetl^er ihis li? ense 
^ha;s e^er ibeefi^ nevpk 
for wha.t cause. 



E. Affidavits of good character from two reputable citizens of 
the United States and residents of (city or county _ 

— __) who have^personally known such applicant and observed 

his conduct during-^ ^y ears next preceding the date of his 

application. 

F. Two recent photographs of the applicant, of a size designated^ 
by the License Officer, one of which shall be attached :by the 
License Officer to the license. 

G. Such other information as the License Officer shall deem 
reasonably necessary to a fair determination of compliance 
with t hi s Or dinanc e . 

H. An accompanying license fee of $ - - , 

XI.. SEGTIQN lOv SEEANDARDS ^^QItaf^^ AT^NDAN^S^ 
AND ATTENDANT -DRIVERS LICENSE 

Ai The 4ic ens e^Of facer s A\athiriva r^easpr^ ^time rafter rve^ 
ceipt ctf an^appUc^tioht as iPricwid^i^pr rhere^^ cause such ifi:^ 
Arestlga13pni:as Ite d^^ 
for a idrviyers,. ptenda.nts or atten 

B\ The License ^Off^ shalMssue^a ii^ ens:e4o^a^ dri^eiv^ attends 
ant or att^ridanl^driA^er^h ^aSiSiipr a ipefvro^' 

years,, iml^ss earl^ revpked^or^termin^ 
vwfer^ he finds that ith^ applicant 

i. is not addirit ed^tp-the us^ of ihtp>dc atari g: y^uprs-pr hare dtips 
and IS mprally^^fi^ for the ipositiph; 

2\ is-able tp>SLpe^k,, r eadtandiwrite vthe 

3-. ftas b een tfpundOby duly upph exaniina^ 

tipn aitt e st e di^t p ^pn ^a for m^ j)r pvi;d^ dubyx^th e e|.lt h^Of f i cer , . 
tp be ofl spundiiphysique, ^pssessing: ej^sightan of^ 
:20^^P>cv^isipnv and^the c^her pr worse leye canube c 

M Qfeast 20i^]OMdsipn^ arid^ff^e of .physi^a^ de or 
diseases whiphi n^ inipair ^th^^ahMity xtP^dHv^ 
an ambulance; afid^ 

4. for each^appli^ant for attendant or attendant -drivers license^ 
4:^hat suph^applicant ^has a currefitOy^aiid^certifip 




ERLC 



evidencing successful completion= of the DOT 81 hour 
course or approved equivalent. 

Provided however, that no one shall be licensed as a driver 

or attendant -driver unless he holds a currently valid chauffeur *s 

permit from the Stat e of ( . — ), or PAA 

Commercial License for aircraft pilots. 

G. A license as driver, attendant or attendant -driver issued 
hereunder shall not be assignable or transferable. 

D. No official entry made upon a license may be defaced, re- 
moved, or obliterated. 

Xir. SECTION 11. RENEWAL OF LICENSE 

Renewal of any license hereunder, upon; expiry for any reason or 
after reyoc^fidrl,, sha^^eqiure cpfif 
merits of \thrs Ordinance as iipon o 

XIII. SECTION 12. REVOCATION OF LICENSE 

A. The License-®ffi^ and^ is hereby airthoriz^d^^ sus-- 

ipefid or ^nevolce^a^ lii:gnse issued^^herveund^ ^6r faMure of a 
licensee tp-corhply aridit e:^th^ or for 

hi^ viblationi 6f^. an^ applrcabO^ ipr^^^ standards^^or 
qutneniehts of 4his^G>rdinant^ or of regiSbations 
^herveunderv,, or iof any other applicable laws or drdinanc es or 
regutetions ^proniulgate^^^hereurider;,^ ihUt oril^^alter warriin 
andlsuchvi^easpnable fty 
the License^^fi^rv. ^Mthim -- — -^^ days after^a susp^ 
the iicjeiisee shaMibe aifp^ after neasonaMe 

^notice. The License^Mcer shaSt^. ^within - ^^-days^aper 
conclusion pf suchJheai^ing^. issue wmtteni decnsipn ^(cwrhich^ 
shail include witteni5firidings)> as ^o-the suspensiPn^ of said: 
license. Sucb written-decisidn^ shailib:e promptly transmitted^ 
tp-the license eM:p whom it refers^ 

E. The initia^^,. s emHannual or other ambiularic e,: equipment andt 
.pivemise dnspectipn irepprts of the He^th^^OM^er herein fpro- 
vidfed^^pr sha3^be^prinia^.facre evide^ cpmjpliafice or 
nohr-compliance with, or violatipn pf, the iprdvisims, stand- 
ards ahd^nequirenrents ^provided^ihereinv andi of tlfe neguiatipn 
;:pronaulgated= hereunder., for the licensing pf ambulances. 



e. Upon suspension,- revocation or terniination of an ambulance 
license ^hereunder, such ambulance shall cease operations as 
such and no person -shaii permit such ambulance to continue 
operations as such. Upon suspension, revocation -or termina- 
tion of a drivers, attendants or attendanl-drivers license 
hereunder, such driver, attendant or attendant-driver shall 
cease to drive or attend an ambulance and no person shall 
employ or permit such individual to drive or attend an 
ambulance. 

XIV. SECTION 13. REPORTS 

A. Within hours after transporting any patient within 

(city or county- _), or from one place within^(city 

or county— , _) to another place within or beyond 

its limits, the licensee of an ambulance hereunder shall file 
:a ^writt^ifiie^rt withusuch -(desigMte 

§uchvfpi\ms-aB Aheyimayip^ igi^ang?alltin^ 
fo^fnati^rp thei^ y2^?il^ti^? 
^hichus\ich^^eBi^n|t^d^^ -^^^^^^2 ^- — :: ^) .rriay 

Require. 

Ei. The !prpvisi5)ns:<ot:s^ 

with^ieijuay^^r^B in^^ shalP die brfor^^being: so^ 

itransp6rtediint:su6 dr§s^^K-a.^ibjeing^tra^ 

therein ior at aiij^tiSrenprior to^h^^a^ 

into the r^ponsibM.ity of ^hospita^ of m^0cal^ of 

auth^if ity i^^h^ip^ti^rd^ as sfWl? undef ^he^care^pf 

of 4 h^^ a mb iilanc e . . 

XV. SECTION 14. OBEDIENCE TO TRAFFIC LAWS, 
ORDINANCES AND REGULATIONS 

A^ The df ivef of an^ aml^laric^^: iwhe^hiif esppndt g itp-aiitfeineggency 
calt of v/hyle^tf an^ imay >rcis e^th^ipriviiv 

^eges s:eMpfth dn ith^ :b\it ^giibject itp^the-cpnditrpns 

fhefein stated^ andkpnly ^h^n^sucfedfivef ^ha^ f 
/gncwnds to ^5^1ievei^ :an^ emergency ^riiJfac^ exi^^s nequifing 
^he exercrse-pf such^ipf i^ 

Subject ^p^^the ipf ovisiohB of "Sub^ ithe driver 



1. Park or stand, irrespective of -the otherwise applicable 
provisions of TaWi ordinance or regulation; 

.2. Proceed past a red or stop signal or stop sign, but* only 
after slowing down as may be necessary for safe operation; 

3. Exceed the maximum speed limits permitted by law, ordi- 
nance or regulation so long as he does not endanger life or 
prop:erty; and 

4. Disregard laws, ordinances or regulations governing di- 
rection or movement, or turning in specified directions. 

G. The exemptions herein granted shall apply only when such 
, ambulance is making use of audible and visual signals meeting 
the requirements of law, ordinance or regulation. 

I)^ fihe^foregoing^prdvifit^ r^li^fe^the- driver o^^ 

ambylafrce f^ 

ski i§ty>^Qf al^g^erso^i^^, nor :sh3dli;such!|pngv^ 

diiiver^ffipr&^the^Ob 

^he^safety Qf othie;vs> 

XVI. SECTION 15. PENALTIES 

^ ^ny^p^nson^^iolafm failing^to^^o ^the^provisi^hs? 
of Section^ ;2:# of^tlns^Qrdinanc]^^ 

^hereof^ nelatingi^o^ the shall^bje^de^emed 
iguilty of ^iim^d^m 
SiriBjiiianwamj^^ inQtiexce^dirif 

iperipdingt exc eedingi-.^— days^, ior ibje^bot hys psnnedWandl 
imprison ed^, fgr eachi off^ns^. 

^ny^p^spn^^v^ lOr <f^iiing5tgt.comp]y any pther 

ipnovisipmof ithis ©ridir^^ of a mis^ 

diemeahor a^^ shall ibe Mnedwanva 

hpt exce^din^g 

ce^iri|^^_---^c3ays> pr^be^both rsg finedia^ for 
each :off ens ei 

Eacbida^tKat a^ or faiiuive^tp^comLply ^th,, this^ 

^Qirfinahce iB^cpmmitt e^^ shall' cpn^ 

sfitut:eva sef^rat^ and^distinct offens^^^ 
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shall be punishable as such hereunder;, provided, however, 
that the Gpurt may, in^ appropriate cases, stay the cumuia 
tion of penalties. 

XVir. SECTION 16. SEPARABILITY 

If any section, subsection, sentence^ clause, phrase or portion of 
this Ordinance is for any reason held invalid: or unconstitutional^^ 
by any court of competent jurisdiction, such portion shall be 
deemed a separate,, distinct and independent provision and such 
holding shall not affect the validity of the remaining portions hereof, 

X^^III. SECTION 17. EFFECTIVE DATE 

This Ordinance shall become effective on (date._^^ — 

: ______ ) 

XIX, SECTION 18. ORDINANCES REPEALED 

^1 oiidiriances.^ ^ithnthe iprpvfc^ 

s ions tpMhi^^^^ndinan^ 
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APPENDIX -J 



DESCRIPTION OF SELECTED: EMERGENCY . 
MEDICAL SERVICES SYSTEMS 

L INTRODUCTION 

A =1968 Kational Highway Safety Bureau contract effort was directed 
at the study of 1 8 types of EMSr systems. Thes e were select ed on 
the basis of successful operation and, where possible, in ar eas 
where former unsatisfactory servic e r equired a shift to the exist - 
ing system. Publication of this study facilitates comparison with 
conditions in an area of need to facilitate selection of the best 
suited system without costly trial and error. 

m. isys^Ms^sMi^^ 

:Systeriis ^stiiQre^ 

4?, A&ipoli^e departiSen^ 

^countj^bf 13: mild we^^^mianaiist^^ ipppylatioi^fSjerv^d^^ 
:5:6^iOLOO;::|Lrea c^efi^ ^8i:^quare^^rnM^ 

;2\. Epli^:g^dlpartffijent Qp|r^ti(5h: in .aiiiindus 

sSiitfreasterfr^^SW;: ipo^ er^ld^, :3^^j0rV0;:.area 

feSver^d^, i63i:square iinMes. 

3\ ileliSppt^r ambixlairc 

rrrgnt inwa^la^ge^city O^cate^^ ^iaices; jpopu)^ 

sjerYejd>= oyer 3? niH^^ 2 25 rsquai^e #LiO^^ 

Eir^Ndepar^nrent operajipni^nva ihorth- 
west^rnii^^;S.^;;iPO^ 4QiJ8UQ| area=tcov:erie 

ffii^4f sjquare iiniies 

h\ ^H:^^d^p|.rtni ent ^ogeratignaby^ a ime dium^siz e^-npfft hwester^ 
^city;.ipopuIatiom 22|yO^ Q;;.area cgyei^e^ Mp^ square 

iniUfes^= 

iU^re^deparrt^rirent io .pppulatipn. 
rseryed^. %;tt05>fQQ0;, areaic^ /ZB^ squareiriiWes; 
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7. Volunteer rescue squad assdciated with volunteer fire de- 
partment in midwestern rural area town 

a city of substantial size; pppulatipn served, 5, i600; area 
covered, 50 square miles. 

8. Volunteer rescue squad associated with volunteer fire de-^ 
partment in rural southern community; populatt served, 
25, 000; area covered, 93 square miles. 

9. Incorporated volunteer rescue squads of 3 communities 
(rural^ resort, and industrial) in a North Atlantic Statje; 
population served, 30,^000; area covered, 15 square miles. 

10. Community hospital ambulanc e servic e in urban /rurallar ea 
in the northwestern U. S.:; population served, 50, 000;: area 
covered, 40 square miles. 

133.. J^ufcrlic andi prviya t eih ps pitadianiblilance: :s eryi c e s^ inva mi d ~ 
vwest erni ufiMA 
!OTeftflSw/&f^ 

^9^i^0O^^^i^3^c S5|^sj(p|Lr|^^m 

d:2v MprticiM^ ^^nt^ 
ibj^the *e^cue :sq\i^ 

s ef ^ed^ [K^;55^ ;;:area^ pp ver^^. 9^isquaive^mWje^ 

iJ3^ Eruvate^ambflQMc^ s^ 

iQoyntjr-^^puiatiti^ 3;,;20pwOM^ a^ea^c^e :2,/6¥2i 
squarte im^s;. 

43:^. ^wQ iprj^te ambulance ^wa^Aargg 
inprihwestefS: city;.i^ !5;8Qii06A;:.area^ cpvr- 

teredi, i82 :sguane m 

iJ5^. iErivat e ambuiyi^ e c in arn 

Indus tnializ:ed'imid^A^ 
O^O^iO^;: areaMpovf^d^ 35 ^squane miles.. 

Eri^at^ :amhiila^ 
county ^lavin^^bQthuu 
severa^Aimprti^ian^ p 

ipppu^fipn Sjerved;. :2CKU,i00Cl; area^ ppveredi, ^square 
rnM;fs. 
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17. Multiple private ambulance companies dispatched by a 
government agency in a western county; population served, 
1/000/000; area covered, 1,.300 square miles. 

18. Volunteer rescue squad dispatched by a fire department in 
an urbanized Central Atlantic county adjoining a large 
urban center; population served, 80, 000; area covered, 16 
square miles. 

The study report may be-Qbtained for the price of $3. 00 per 
volume from the Clearinghouse for Federal Scientific and 
Technical "xitfprniation, 5285 Port Royal Road, Springfield, 
Virginia 22151, Requests should cite Documents Nos. PB 
1^.9-651 (Vol. 1) and PB 1^9-652 (Vol. 2). 



APPENDIX K 



JOB DESCRIPTION EMERGENCY MEDICAL 
TECHNICIAN-AMBULANCE 

AND 

SAMPLE] INVITATION FOR APPLICATIONS 
POR THE POSITION OF 
EMERGENCY MEDICAL TECHNICIAN -AMBULANCE 



WORK REQUIREMENTS 

A. Responds to emergency calls to provide eiTicient and immedr 
iate care to the critically il! and injur ed, and transports the 
^tieiit tp^a^ ^edicWJ^h^^i^* 

Bi. Alter receivihg^the-cali^ dmves am 

^Qwadcliiess or ^tocatioh^^giv: using^theimo^iexpedxtip^ 
depending oni^traffi^ aiidlweath^r -conditio ^Qbser^es ^rajfic 
^ordinances and^^egulatipns^ concir^ 
topenatronv 

^g, ^ppn arrviva^.at the scene^ofe acciden iparks ^he 

ambuOancre inta s|tf Jn^^the 
absen:c$ of :polict>. enlrsts ^he^assrsta^^ available 
^tp create a saf^ environnrent, isuch^as- tire ^p5|i^ ^rn 

of roaduHares,: ^erxipval o£ idebnis>. andvn^(dictix3ft 
^he ipiK)tectront of ithe^ i^^ 
tdf ^the injunetft 

© etjer mines ithe ftatur^ a^ injury an di 

estaMishesMPi^iortity fpr n Slenders^ 
emengiency car e>, s^ichwas. openuig a^ 
r igi^ihg:ip©siti^e ipriessure icardiac^r^sus^ta^ 

controlling df'herri^ itreatmeht # shbck^, Imnrpbiiiza^^ 

trofii of iftactures> ^bandaging, assisting^n^^child iTiaha:g^r 
rirent pfi mental^ disturb fd^.pat^^ anLdUriitial^ cane p£^pp^ 
ahduburriMpati^nts, Acdministefis dnugs,. includin^intravenpusi 
flurds>. as dipected^by a^fphysiipian^ 

JEi. SVeassurLesopati^ritSvarid^byst^^ 

^eff iciefit imann er. Avoids mishajidHrig and^ e #hile 



working expeditiously. Searches for medical identification 
embrem as a clue in rproviding emergency care. 

F. Where .patients must be extricated frpm entrapmen^^^ assesses 
the extent of injury and gives all =ppssible emergency care and- 
protection to the entrapped patient and uses the prescribed 
techniques and appliances jfor removing the patient safely. 
'Radios the dispatcher for addi^ohal help or special rescue 
and/ or utility services, if needed. Provides light rescue 
service if the ambulance has not been accompanied by a 
specialized-unit. After extrication, provides additional care 

in sorting of the injured in accordance with standard emergency 
procedures. 

G. Complies with regulatid on the handling of the deceased, 
notifies authorities, andiarranges for protection of property 

Sfidhevi^encf va^ 

Ift ^ssrsts i4n^3ifHSi; §t?^ ipMdiriginwambu^ 

^hat =patient^aridwstrift6h^ enifenlengy^ 
care,^ ifrineg§i§ary>, 4§ ^ 

^^ro^theikn^:^^ 
^extent of 4nju6i^s>^andnth 

lemepf ehcj^ihdsprtO deterrmrves?^the imSs^ |;pp£§pSy^ i 

:atf ^f a^iflitj^to^^h^ ^wUJSib e^tra^ ^uripssi 

igther^wi^e^dLr^ ^R^pbrt^i 
di|^ectly^^1the-ergggge^ 

iriatuM"lSd^#ctMt^#^ ^thl^number^being^i 
andSthf ^desttJia^^ 

^Por iseriSuswcas^s,, imay^askJfqr ^ajdditiSnOiadvic 
^hospit^ipHp^i^iaii^pr-^ 

^^(^nstant^ ieruft§jute^t^^emer^ 

administ^SsKa^drfi^^ 

iphysrciam 

^E^. 4dentiii^^tfdia:gn ^hi^hymay^rgqm^ 
^catii)M ^mthia^ 
ithat-^S]^]cia:^iprj6f&sai'^^ 

iately^avaWagle^up^ th^rmediggiyfacility. 

ii.. ^ssi^tB liftin;g: ajiducariv^ igati^t oyt g^he ar^ 

andi4ntp*th$^§^me:ggeft^ 
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Reports verbally and in^^w^^^ 

^patient at the emergency sc ene an^iin^ trahs^^ to the emer r 
:gency department sta:ff f or necordvand-diagnpstic :purposes.= 
^Upon request, pr ovides^ assista the emergency depai't 

^merit staff. 

After each trip, replaces used-Hhens, blankets;^ 
supplies, sends supplies for ste:^ilizati6n, makes careful- 
check of all equipme^^^^^ sd-that the ambulance is ready for the 
next run. Maintains: ambulance in-effiicient operating condi- 
tion. Ensur e s that =t he ambulahc e i s c 

acept neat and' iman prderlj^ condition, toaccordance^ith^ 
local or state regulations,, decontaminates the interior o£^t he 
vehicle aft er transport o£ victim, witfecpntagious iitf ectibn or 
radiation exposure. Determines that vehicle is^in^^^ 
operating condititm^^by ch^^ pil, owater imbattery ahd- 

rSdi|Lt6% :andtitiEe:ip£f s^ure^ ^aintainsitfa im j^ai^ty mthyspf 3^ 
ciali^M^ equip 

iN^SS;; JSemprUj^^aJidii^^ ishpuKllibe-dftiSnn 
fthf-png Msppg§ibi(| 
is5nneii. ^ttMdaritsHaiM 

lea^lV other ^Hdufi^ iffi|^tfiinc ^ 

ifiM^ ^nt eSghan^ 

casyaltrgl^. 

II. EDUCATION, TRAINING AND EXPERIENCE 

^ihightschppjitedu^f^^ 

fSiaeRedhSnmn^ 4;|i^ear§M^^a|eHp^ 

Minimumi^tiaj^^ ipnescribfdilni^thf 
dil^piSSgrSiiirfpr !em 

iprtR^:)BM3partm;e^^ ife^b 
>Servife^,, ^pr fquiyalenSy^. 

iH^snpSacti^ai' exj^^ 

le^quigment icgmmSiU^ag^^ fluchvaisisu^t rphi 

imachines^, f^ygeni^^HS^?^^ syf^ 
^backbpardsv ^S^ctuirveikits^, emfeiigMc^ 
^pbstetri^^iki^^ mtftaven^usOk^ ^st^tchfrs^^^^i^rb^ 
drght iiiesCu^^txipil iarid»basrc ^autpmjpbile m Has^4- 
ib£|rc iuMlrstaiidin|;^gp 
Haswknpw^^l^pf ?^f^ty landi^slp^ 

mm 



Ajcquires>. thrpugh-cmtique^ and-coMen 

department ^perspnriel^. const ructiyeHcriti^^^^^ nehder ed- 
andlinstructim imr 
proved equipment; 

Acquires a thohou^hwknowledge^ o^ 

dee arear,, aiid= the traffic ordinances andiOaws cphcernin^^ 
emergency car e and transportation^^^o^ and' injured-. 

Has necessary driven 
by law. 

SPECIE eHARAgffiE 

A. Aptitudes 

Mot or c opr dinat 1 pn iri^ admin ist e r in g: e m e r g ency car e of it h e 

iSWMcs^^^ aS^^i^^P^^^ ^ liftiSg^afrdwcaJiS 
arrf^n ^i^yin gith^^a nibiilanc e ; 

2^. Mamia^idextemty^ a^ 

lifting^, extricating^, ^climKinf iH^sting^, ^aSid^i§ther fsiffiWa 

im^euvfRs^inwaAiffi 

if^Hbwvwprk^rs, or sjeift. 

Si. tEaeiiityitpi^^e 
liidU^stguclS^pm. 

Bi. int^nests-afidf^mp^rai^ 

JJi #ipIeasantipepsMiiity 
S^g^d^rifHipiabiiity^ 

3^. i0iged^gudf nven^ 

4v §fljfaiiwaiidiinea^ dni.app:earari<^e^ 

5;. <(SxD9d^imp:^a^DicM 

t6^ Errypti^n^ stlbW^ 
PHYSICAL DEMANDS^ 
A. Norrri#igppd»he!^hv ^ 



mm 



^!^^ <i^. ^^isiigy color <dils cm 

imining i&y agiig^ ifi^uipe 4rnrnediat:#^ 

fexaminrngnthiiga^ 
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THE POSITION OF EMERGENCY 
MEDICAL TECHNICIAN-AMBULANCE 



THE CITY (COUNTY) OF 



INVITES APPLICANTS FOR 

EMERGENCY MEDICAL 
TECHNICIAN-AMBULANCE 



SALARY RANGE 

Plffprtivp $ (PTiffanop) ppf mnnfh frn" a 

5 -day week of 40 hours. 

Part-time or intermittent service — r per 



per day additional up to maximum per month for assignments 

as Emergency "MediSSlf Tieclm 

RESIDENCE 

•^yrBfnt ieityflSg sidence is required for admission to the examina- 
«tiSH;;)HowiSer;i, once appointed to permanent positions. igity^ifmplSyigf i 
may establish residence within airline miles of City Hall. 



Applicants must be year s of age or over on the last date for 

filing applications. Compulsory retirement age is 65 years. 

LATE DATE FOR FILING APPLICATIONS: - (Date) 

Mailed applications must be postmarked not later than the last 
day for filing applications. 

BEGINNING DATE OF EXAMINATION: (Date) 
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ineppnt f or 

CHARACT ERISITCSW THE C 

EMERGENCY MEDICAL TECHNICIAN -AMBULANCE: 

ijjnder dir^ctiOT sup^r^isje^iaftd^i 
te-respgndin^r^^ 
fffnnistrafi^ 
^a^ nfguine^ 

iprog (§dune s i ^fcr 

tgquipmjgnft, >iMtnifxlgnts^, /aBdff|giliti^s^ 
K*tKli t en^aKipugli^^ 

tflatuEe^ofiidu^ MtKiljia^ li|tinf ^i^d' 

imanuS^ i|ff gnf iffldUdlxt^it^i^dt^ t igxpgsyEf nSff i^^ 

idintsy, ihg^iiiyHalgndl iMSkSthfr tgiffgn^ 

MINIMUM REQIHREMENTS 

IJi. fig sjesf r§nM§fiv^ vygidttp^^ §|pstgn|dWTugIf ^ 

Certificate; OR 

:2i,. ^jgrve^yfar^oMu 
ygarsM^SKaiMgdlg§y^^ 
tfogm^ignSthi^pbti^^f^^ 

3, SHreg-ygars^gMu^ laft gifRt 

^5^M^ in^^tfif ^a:drninis^ lai^KtpNSick t6r-anjurgdiipgr§^ 

rtKi ifiy mgi^flitr /^gHi§xp§rilfi6^ it@^ 

ihaA^e^Mifi^iniil^oriS^ 

=aurating;iM at IfMf SfSSpit^Manv^in ^or 
i5iyUilni#orlttd(|fffi gunil^r or epif^^ 

i^p errfnc:!;; 

4"^, fi§§sfssi^wofi^^&?mir^ 
air st^glSJ Sij^idUexpgrif ncl lap St ^nv^e^fiingS iffiif^ 
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ik. Beca;use of the jspecia^iz eaufia^ of She wppfc an 

sibility f or humaiii lif ^ inviol vedbMP can^ s must ^ha^^-wprk 
?exiyeruienqe-cprnpar^ MMicf ^^ephni^i^ OEmploynxent 
necprids? ^hi^bcto^ 
^^13' ^wM^fiot ib e 

Applicants ^syhp^have^^^^^ 
duningfithe-pe^^ 

extension Qf^tirne: eq the 

I}xperifence claimed^ AviiMbe^c^iSidenedi 
pffly if stippPntidaby^ 

ib^^tOAthps g-6f^hg rpgsitron e^ 

®i. #llij^tog^of lefnpK^ ithatjIKgwst^rggu^ 
gH^geB^tofi iempfejceSSi 
^appi^afl^V 

SCOPE OF EXAMINATION 

Subjects ^^oints 

05.. ^gitt^i ite st ^pnw s:ub3lQtsi fieiatMl^ 
4si4§^cr5i5e4*iii^i^^ 
sychnQtlier ikfiSwl^g^ 

igfeSper ip:egfpSma^ > .i. ^ v ? ^ v • • H^Q* 

:2V. Stngn|th; ^st: # M5^^.. ffatk^of^ safidSfmus^ 

tfrvpfniftlre^^Ssp^ Igi^^iithl-shQyW^ ^d^Eltugfifdi 
itjo^the^ifg^r mlB§^ ((tewg*tgiMs^gU^ 
^hosl^^Horfal^^^i^ wi^be-ne^ 
qlgtidl ifpine^xaJnmatiS^ 

Opwed^ -i, r.. r.. ... ... .i. ... '^Uaii^ang; 



:3^ pi\a^ti5ai*itlltit6^d^^ 

.aiy^. aMluding{ stMdlpdHban <^uaai0in|^ 

t^Uglffi^ati^^ Appgais^^#itlieip§& 
^s^rigd^iliiJtPg^ a^ 




TOTAL POINTS. m^iOm 



flssued: 




I; INTRODUCTION 

Tffijkappendbc is^ oiil^ ^gT tOt negulat e 

i4mB\^aftc§isf fvv^i^ Itishouiaibe^cgreful^ 

^gSl^iCjiufiseV^ ^^i^^js^ficie^g^ agdyappnopf iate^ ^ 

n. SAMPLE ACT 

^ 'ftmMQaffgf' firieafif w&^|Kre^: ^Ki choi skdgfi^ gd^igr intlgaigKtg^lgf ^ 

lEganfp5gtgtigfiitf^ agjuEggy, fs^kj, ^iiy^i^J, tor iin^ 

iggfu^Mj^pfiS^^ lOf i^ffnf4W§^Ki\pl®v^ ^tgrtH^ipuBQ^ 
Ibjyignj^pfpfpB^^r^jg^^^ 

B^. '^i?fatm:|nt #ffi€Hi4iiipE§videdi, ^^^^^f^^i^o^bM^^'Mv^B^, 

Jii5^p:|S§5niiempK s^t nfeipEoMym^th^ f 

^ngatffient Osip^§yi^M or iMfgSedirtgJbf fipng^^ ipngli minSfe y 
itSiiSuchii^ansg^^ati^ i6r waftgf fsuchittr^^ 

ip^fgi. 

^pf r\at§r tPipfiSvi^g^^ 

itfe 4i^ffif mgaf Mife^ Jugil digf iiom 




i(§incg-§uchi;aiCp 

^bQ4^iunder^the^§^^ its ^cgmRO^i^m^. itjfnunei. rg&^yf :authoSrt}^i. 
.andi^U;miIpi^ s 

ambujaSfee sSjw 

^matt^r of ^St atf m intervest ^aiidbcSfiPc emwaj^ in^ 

^ogder ^tQMensune^t hat /adig^uatgrnmbulMe e s^^^^e^b erj^^ 
^tMl?:Statf rfor \th^ saf etjr^, ^and^wfr^ 

ifatiei. it i^i imperaftve^tM^ 

Kjeibe ^ef tabiishedy itHat rip^amgyls^ 

js:|iSdSe^M top^at^!^ ^at leaft tCgmpl}H^thy|u5fr 

irfiimrnumiiStafidaM 

^af en:6^. ia|JdlrtHatia3f§ua^ 

ibyiMSS/^QpeSatogsw^fg 

Sh^ :itatf (If p^St^e^^ lof publi^ ffiffMthusRaa^^ nggsgnabl& 

iheMthwandlsai^^^ine ig|g|$nnf li, :afldJieguips 

inieSt t6fi^ambu lafi £e:§ l^iciiv 





:adoRtlduKfe fieaf tf r ib^^ t§f^ubii5: 5f eMth^, 
fshMMbf^dofif JbjH^he di^^ 

BH. 4/igiMing^af eft&i^^tn^^ jugther andwiadit^^ 

>rie£essag^i§r adv^ 

ithat ^tftf ^:sK^^adop:E 

5hi R§fS^tiSn|iiiMyipn|s^ 3tMdandMii|sr tfrivg 

A. iNpiiprtgyrf itH^ iftgr ^aii^>iiifugti$niiado^ 




ajiy^iSther ipnovis ia\v^^delegating:it^^^ ©epaj^tm 

Hi^Hwa^ Eatno^ithe^uthofii inspe^Mhf ^nedi 

lights^, sifteri3>, ^bfiakf ^aAd^=ni%bHagK^ 

cities^^noinneria^ti inot ifii^c^fitraYin^ 

^fetigle 3^. 4/icenses= 

JJ^^^ithitandm fnoiambulahce fserv^ 

shal^ige^op^ratjedt^ pth^er-than^ambula 
quinfgik1^o*be ipn^i^ ^ufil^Sifthe ambulan&e 

sjeryi^g^i^H^pena^ ^Ms iSr Qi&ens^ fn^tnfci^ 

di^^sin|:ra^^§j0tS^pp^^| A AiSMSStfSf am bulanc g: 

1 IS H^^Mg lu de4he^^ ^ 

(^fScHedul^i^^ggl^tS^ 

A ipngvisiorati^t tngMgnib ulan S e :|e^i^]§i|KaM3gf ip^ 
unI|§s«bstKi^the^dfij^f^ 
gnndgti^tgeneinwa 
agpr^e3U|§ui^aJent 

SHi^aM& in^^KiS Krt^ 

the^St atg^d^p?g{gfnt ipungi aan fr it§*tKiiitcKapff angtithgs^ 
^efu^tioffswadSp^nb^^ liS§nsing?afeSS^ 

idff mjiifxigll s&^^tp^af f pKdU|ugfiu|f f^i^ igounj^. 

irlg&lsf ai^^itKin^ 
ibyi^iSj^lf r^i^]e InuQ 

ant itgiitKi^ icKapte^, an^sK^iSgMi^^agpl 
t^;ambyiaiic^ :Sg^ 

SRlre rlfing; 1^ ishaa^^d/sfuemi jj^tij^ntprfanytambu 
^^|/^Hi^Hiiriiak^-a vvyitKini^ONdaysi 
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ifTOm:\tKeMeffecti^^ 
^tiiils chapter*^ 




^tiSns ajJo^ ^^iolati^i isi 

^al^p^grpunds $p^^ 

^^iicll^l^. <@gf fiatipni 
®hiSs6MBt§gi, lexglgtSpr^tigl^^i^^ 





f6r AMStlLMOi ^siSil; 

ipn^yi^ng-^ambul^ it^shQuiaibe^cangfu^ 
^rifc es sai^ l^jg^?c^oun| to* det enmj^e it ^ OJega^isuif i^i^ aridi 
4PF>noppiat^ne§s^. 

St^e^ofi ^^^-^ ^ ^ -^ (heneinaftgr^^^^ 

— ^^^^^ rT^^^T^ KgSein^tgr- ^nef^rgilgltOtiM^ \§^tragt§r?- % 

jgenfpa^gpli^je jgg^efis^, itOfafsfuglMemegf gfig^S^ 

NOW THEREFORE, THE PARTIES AGREE AS FOLLOWS: 



4 

DEFINITION OF TERMS 

(P^. ASiB jilSn Sg-itgiip^ i^^anti^^f^gi^cMP 

<§§gi 4^ ^ ^iiauUigrSza ti^ 
iiftditatinlfitfiatit^ 



m-1 




6:aQi or Ml em 

cMp it irs^f (JuSid'rthat ifi^ 

E. ^miefigericy a^j^ injury, i^lriessi. or deathwari^irrg^ 

ibj^iaf tdoc t or ^of ^ni|di c ifie 

Ergergericy^ c^J ca^ 
errre^g§fic>^. 

<Gi indigent r ^j^^per^onsi^ho^ MtKin itKf ^defihitio^^^ 

JIft. fifca^k io£ igggdhffiSBMJ^gM = lEKf^sUywifig^^?^ 

lof ig§§abmog^icKa8|gter^ iggai^ti^^it Q*th|:^^ 
^§r ithi^^^€©|;§ive^f tfa^J stSteffifntl^ 
i5f^.fflafeSiMJtfgg^ 

itign! wi t hv an yit j§st> . |L§K3^itl§§i. tSr lexa ffiiBS figpu 
auti^s^SfidUquaOi^^^ SfquiEedhuM ef^tKi^i^f£|f fgfnt^ 

pM^i^offlc:0r a^n^pegfSfiitdffi^ftft^ 

Sh. fil^^igrSfi! S^nj^g^fif Sniidu^ li^]en:sgd' tgfipg§gt^ 
\tHie-:Stat:e^ofc ^=^ — — ^ ^ 

IK., (gffigiauga^ r ^icMMgr wa mbjj 

igoveruimf nt^ fgffig^. :an^lp||cl:i§M$jeg^. or^anj^pl^siSiam 

(@n^ut^plg|6nfif 1^ ^ ^^hg-draver 

itiSffg^laMhf^sBM ^andi 
icapabjl ^^^tggMingf^i^ ^hichi 
ir|HdHi|gtfd^o>rt 

Mfi. :§usp:in§iMi ^ ^igiMafi^nMofilth^ 

itKf Af&f f nient iautgr^ 



M-2 



I ' 20.3 




<G pm mu ni^ atijOTi ss dni whiChf^SMte%?t or ;ha:s^ ith e mP Si niar^ iivgs ppni 
:Sibi4it3^^tj6i=nesppnd«^^ 



^Cpnta^f ^Gommuni^a if a tGgdf M> if ^ 

ipgtain edcf ramit^ gmmuni catioi^ si), ^^ntrstt t or sHaO^r § s pjondt^t^^ 
ithe-c^J^ajiaRtrarispS eachiigatient^tQ ^hospita^ 

iS|ctfayb^§§gnt^^gr 1^ 

lOr itRe jpatifnt or ^ ttiigi ipRy s ig ia m firSiS^e4itKat ifi§Hem:igglRg^ 
?OaJ J fsH^^^bf itransggr^ Ihgspit^Qytside itM 

exc^p^ithat Htli|^§^^a^ 
..fogfiSf^espgnJibili^^ 
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jHospitsaj or ^ — ^ ^^ G:eri^na3iiH5spitafl^ 



ZQn e^of ggspgrislbiQ.i^ irna^tgk^iplJiSn^ 

©V. Sya^bHit3^0f ^gutpiif ;agdi ^ersonriei; 

3^. ^ggntragtor ifiy^^UHM rafrdkon^duty 
jpf pspfitVeMya^flaK 

:2j. <@Sntract@ sHaUiike dogaf rofi^, afidnltatusi 
t^.^^amhii]lf^ 

imdrnffigdiate ajf^ 

^aridl^sl^UB I Alggr^ in rthf igyent aM^a^a^^ 

lequiprngnt 4lilfiiiu§f <§Sntragtgf flM^ uSfr^^ 
oSiffiumgati^^ at i6ann0t ^eap§ndi. 

" Maint^fiSiifije^gf 

fi*i. i^gnt rf gtgr sh^p lOgtainifaAduk e^piM 

igui^edibjNtlr^^ rtpHOpiMfeilacBiipiSc^ 



;2v <Gbhti^tQr ishapi^ 

:3li. tGohtractor ishall^ inta^rsale^andi 
sanitai^pcpn 

a^.. ^eptr actor ^sl^iy r . ambulance withwaidri^^ 

least pJ^arsMpf c^^,. ^nd:^a-techni§ian^ gf iefst a:8s^ear\§^ 
igf^/age^, ^bc^hHpf whpmi:^ #h6ssh@ll^ 
iBe:^fi|atiandfecI^ ^andi^hpssha^ 

iper^oiSningfUhe Bpth^the^dri^er 
land the technician shall be trained to the DOT 81 hours leveB 

or -itsyl^royf ^ ^^he^dSigfr iandfitSc 

vwrear ^ifi&r&e Jb|^ 

fli^ipictugi^ d efferipEon^, igSdl^gfr^fi^ftM^tO^ 

li. @6H«amgggggl^^iver 
idgi^r ^iitMfoiJnR&ilggi^ 
^ ^^^^ :andiish^^ 

attesting to this fact. He shall also have completed the 81 

ihour 4f ^gpioMgiffiiH^^ Heish^ 

iMYliplMM^IS^i' 
igcgibfdibj^pmm gn 

ifiatrgn^. 

:3V. ggchy afiM> u^cgntlghj^ 
i8jpH§uf lB^3*^cpufis^^ 

ih|Yfip&|sMsM^iR5I^Si?tf^ ©fe^xdedijhg^i^ 
iii^eS>/vt|m*i§ntr^p^ 
ias^itffeHni^ians^. :|uchfig^ffiif|w|h^^ 
lat^^cf rflfiMt^^afidlip^ 

County within a reasonable tirne after their employment by 

f^gntfagtorvv. 

(gpntragtor ifhaJJ^^ 

ibuJLangfeil^SsgnM 

^ti^^eftrding{\tl^ 

idMffiiiift§gis§i|gfc. " 
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;fpllpmrIg;4^lsur^^ 

$250,000, 00 for injuries to one person and $500, 000. 00 
afpr injuria SF^to^^m 

2;. Bnopert^dain^e m Q^ssHtftarit 
$25,000.00. 

iOfi^^sji^huifrSAiraricS^c^ 
ppvei^e with^ tKe^ 

'^Hrs! gSntrag^ ^s hgiM lie^offirfetfo tuntMisu^Hi^tim e^ 

^^SiiSgi^kggntifiSgtg 

^g§\^ri gi dMuUMo 



EJ. (g^Ui^cg/oriwarid^ 





ipgjvi^^jaft^r^he^^ 

/s^a^ippgyi^ e^gg^^vwtt e^gf ffggKufei^img^ 

tqu^tfdlitOM^g^lg^ 

:2i. 4f ;a IKMJ^nfigt^aMl^ 
iggStSdJ, <@§nfra^tSr imayi 

iunpaidi|g§Sg^MgiTt hf < ithe iSat^si ^s et ^ o rtfiiJig^ ^Mgit 

^Hif fsugmfs s i^M§^tRi^gli;i my s 
!|iJnrn^trtp*@Qg^ ^title^ arid^ 

iintgnefj ^y^dfitosSn^isu 

3. *§§nt rgSl^ IB <clM&it§^0§unty^w^^ 
tnronthfi^nSmiithe^da^^ 

^§5ntgact^ ish^J^^lgpm 

irules^, ^aM!ifi|^gfion§i>rvffS^ ^Statf landi 

<^d^r^>^ldi;^i}iggEfiP^ 

(§i ^nspfgtiSrfc 

9R^pivgsj|ntati\^ 
Qi\dsisfor^thf ipui^^ 

mm 



luppn^ r^qu^st tof^esuntjh. ^audit sob35^<gOHi^ 

-2v (GSntnactor^sh^l?iM?^it dftspection^ibj^^ 
iCSti^ris ©epantni 

laiic e tequipnient iutili^:ediihereiinde e^GSmmym^atis^ 
© epartrirent s hgl^n^rid er ^rittM^?^gpQnt s 6^ sygh^Mp^Sti??!^^ 
inoting: an}^<defiic^ gontragfor sKafl^immexlia 

iC0i^:^ci ;^}^idefici^nci^s^?not^d^ 

lift. iGompiiance with^ 

gontractjo^^^s rure|;>. iafld^regulatlcri|i 

{(^Mera^. -State}, ajSdiiCOiifit^^ 
dricludm^ibut ^ Oirnit|4^4P^^maintem^ 
invent,, andkgualtfi^atio^ 



ail 

DUTIES OF COUNTY 

^aymjnt <Qf ^S^mji 

4;^. tgpim^isKafliipaj^. wiJKinitfi|tgeni^5^ 

tclainvi ipr^gggglj^ igtrtlil i^te^ 

ijSR edulg f sgt iofi hi^ini ExKiK t ^Richi^isi gftacRgdiihgSe tgi 
^ifrdHffigdli^ipgr^ ^hfS|5^fe^iE|f|g|ngi^ 

;2t feiionder jpr i^tg iain ^it^ 

lunderitRi^i^gggSni^nt^^ at rsiineg|§sag^tKat^®§n^ 
PM^^MC]omplif^i^ ^^ggfrifnti. 

3^ ijgpClSiffili^^u&e jpai^^ 
itMt sep/i^Jsitthefi^^ 

^tainsiithl ^pllSMg^^ 

ifiaffif no£ ioMtiiM?! 

fgaMfdtSpg;; irve^spfwf gr ing^igf ku^ 

ipSnspnitfgr whorajaffiB^ itlkftS^v 
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5^ J^bufil^^sh^lM'Oti^ withini$ifte(en^# 
daysM^fter receipt^ 

.andi!shaiMurnishi.a^^^ ^thia4l^iayaiiable= 
iiif 5nmatix5nsCQnc #ft^ 
GSntr^t^f may ^crp for its^fservrces,. 

^rnbiilaiic:e ti^ipl^^ iphyst§= 

enedtars tph e^c omplet^^^^ 
appliedi. 

iat saidiipoint^o^t^ermm =^ s^ub^^qu^t itpip^t^ fifguifvedi 

ito*tna^fisp0nt tgiaji^ 

riiore-t hani^iffg^ Sromi^the ipp^ er 

immati^n^e sha^b^-iCjorisi^^ 
islpafiat i^ip^^vn^ 
ig|tl§iit^*apply^. SfffSU^Hiisubsfq^ 
* ithani$iS/ef n ((^ rfulMi^aeagf^^atg|nS^ 
^pgl^igttlr ithe^i^ WaitmfAtimf ^ 

cKangesusbaiJJib^ ig^^ 

^glmty sbMli, igi^ar iMMBQllig]^^, t di sJMbytl ^figutmf^i^ 
0ouigt|^tnips.lb:^^ 

he ipyt lugrfpf ibidV ^l^igiMf i|H^ 
^tlfwslt i§ut 4ni Exiiibi1> ^Ik^^^ 

^ _ =^ 

(g.. p^p^a^^Migi 

a:ffibuKii^^0| <©§Stg 

^ggeg^fc. iSuthi^ad^^s Kgll^ ^ nXaln iit^ 

iUSofS^^tS Itl^ Q i|up|^riron^ laridl^gfmgy^. 

i^rgs^fidii^intff^ 4fMlab§!^nthatigaus^ 
wear andiitgaSi. '§pntga^t3r isnM^^cSp 

itbeft,, igi^ggjirfrgnv 



tew 
20B 






-©Dntractor shal^not 
cations. 

E3asting;^zoriis^ 

^XR&esS ^cgnsf fit gf^cmr^y^^n^ ~-^^^^^^^^-^^^3^ gVMitrKy 

ifee^pgpmittMWo^gp^^ 

iOUfca^tclMP IKgwiSf - 

oS>, #jsR§y^g;ioffttM 
igu^ngf legmpSfip^, .anaw|M§hgwfflf 
iggmpan^il^iggpaglj/ €tf ime^tffi^thl^i^^ 



EFFECT OF VIOLATION OF AGREEMENT 

WSlatiM^oSiag^^ ib^^QntEigtgr^ 
ilgal^iM igSSSBds 

ffff it ^|hggWl^§§ffif ^tgMtHe^ 
igggyisignfi 
<6ggintyig R^M §ti:^ 
tg^y fi e f ipf fi|SfiM^^a^ 

/sUghivs^iBgtiSfii^of^i^^U^ 5f1thf^g§nt?|gJ§^ 
tggsnilgt^ saia^g^ti®^§r wg^^gfiSrt^ 
p:|iyinf;/§^^fcfi§tt^ 

ithgHopiftatigfiHSffltl^ ^^pifgffi|M^iuntiii|iie 



The Ambulance Radio Operating Manual of Communications 
is expressly made a part of this Agreement. 



mm 
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SKiSii^givef merit 4^ aiiyagnejenxjeri ^by agd¥&et^(|gni^tw6 (5§ni^ 
^r^ctgtB^axi^ i s tnpt d nten d eja^ifevan d t s ha^iiot ib exc on striugdHt ^ fveate ^tfi§ 
^nelationsKipHof^ a^e^^^ sef^snt,. ^%mplS}^§e^, fpaf^nefesKip^. joint ^elStur^^, 
of iaJsp^iMipn^ 



iGontSactpf fshMlbng^ .a^Bigrii.aii;^irvifhts 

ito* a^^tHindhpa^ jNy^ en^g on s §nf off^Kf S§lfd^ §£ '§yp§r^i§Qni? 

in^^iTH^^^niif^ry^i ^ ^^^q^¥\^3^si^^i^^ dnwLolattgni 

ofltKi^i nfjffitfnt i shaiM .utrSnifti^^ 

TERM OF CONTRACT 

iUnlfM^ |§§ner itggrm mtf dub^ leit Rf r ^ntj^iuggfiqgiyin gjt ffl^ 
v^rttlnufigfief ^ itKifi^^Lgilgf rii^ — — — ^ 

ilM^®^l^§W^|^R^@^^ i|aiaiipgr^^suhf net 
ifii eSt igfiiitRe^ da^ 

iExeSuygdE by xtM^feunty ^o£ ^ — zir^zrz^ ^StateMofi — — — — 



lb 



rOTTNTV OF ^^^^^ 



^fgiitggBbj^ggrvfr^ 

^ddr^essu; 



APPROVED AS TO FORM:: 
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^:^5 am--^ 4:4?5 fpiii. 
Regional Administrator, NHTSA 
fe^ ris pprt a ti^i!Sy s tg ms^^^nt^ r 
5 5 Brbad^v^j^ 

iiarngridg^,^ Mkss^clvas!atts^ 
G(5nnectic^^ 
Maine 

Mas s a chus e t^ si 
New/ Ha mpsHire 
(RhSde Jslairidi 
#egm^t 

RlfrSnilE 

lElf ig^U^mini^ iNPHRB^ 
20fi^M|niaroMck^^ Kl^. 4:0^^ 
White Plains, New York 10601 

ftgw/^|ns|3^ 

©ufSt^^lticS^ 

Region III 

8:00 am -4:30 pm 

lRlgi^^#dmjSi^^ JNIMSSA 
iBrft^. IgiW^i. p|d^rd\Buiaaig|: 
^ ||6pkin|iS^zaj 
Sfltimoriii, :Mgg5^^jidi:|^^ , 

©e^^aivl 

:Ma.^]Sn:dt 

^efffisylygn^ 

^igfinia^ 

©isigSitfr i06i(|BiumbaaA 



5llgi6naaj^dys NIH^SA 
1720 Peachtree Rd. , N, W. , Suite 400= 
AtOanta^, tG:goi^gia^ :30309> 

^^^ahar&a^ 

^Ibrida^ 

-@gog;gia^ 

Kentudkj^ 

Mississippi? 

^orthftgaroliila- 

-iguth^agSima^ 

pgnnfsf If: 

8:00 am -4:30 pm 

Regional Administrator, NHTSA 

Suite 214 Exfcyg^re SSSzai 

1010 Dixie Highway 

Chicago Heights, Illinois 60411 

Illinois 

Jnd iana ^ 

MicBygani 

Minnesota^ 



Wlttsg6ri§ini 
Region VI 

8:00 am -4: 30 priii _ 
Regional Administrator, NHTSA 
819 Taylor St., Rm. 11A26j 
Fort Worth, Te^vas 76102 

4^k|jnf^s^ 
fliiOui;siafia^ 
New Mexico 
#kiahofii^ 
Sex a s 




ERIC 



Mm 



^.O. Box 7085 

Nebraska 
Region VIII 

5.-|5^^am-^4:fl;§i)^i^ 

:^|j3§§gthrfgang^^ 
Lakewood, Colorado 80226i 

t^g35i\adg^ 

Monta_^^ 

tt^optHiJBakot^ 

Utah 

r^ai^dpini|tria^ iNinBS^ 
4B^§5iain*@atg^^^ 
Box 36112 

Jgani Enafi^r sjgg), <gMifpfinil^i§M:0^ 

Illicit 
a^Igva:d& 



I?;e^on^X 

Regional Administrafor, NHTSA 
^8ft|i f^edenpi^ic^ CiiMing^ 
^Seattle, Washington 98104 




^daho^ 

Oregon 

Washington 

^GWerfi§f of the Virgin Islands 
iGovernment House 599 
Ghariofte A 

St. Thomas, Virgin Islands 00801 

*0§yf mor^jpyAm 
t®ffi^Mo^tM*@§S^^ 

^, American Samoa 96799 



'gg^rnSfhg^ggaffii 
Office of the Governor 
Agana, Guam 96910 

iGg^^gner^iigipBffgnt^ 
©IpaEtment ig^Hf inttgigf 
^gn|f Uit^4Rdiajii^fau\ 
@iYili§&'QjF^g^sg5r@^ 
19th & C Street, N. W. * 
Washington, D.C. 20242 
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{^NNINGhQUTUNE: 
^ie©MPREHENSIWE EMS PLAISL 



^byfsrgnatunf 

% ORGANIZATION FOR EMS PLANl^HNG AND IMPLEMEN^M^ON 
^lidi^idiia]?ipro3 ^ipnogmmwghQuKiiind^ 

*ilatldi^to4ii§ ^c^miQ it^' ^hfe il^t 6perate|;, .afVdKwH^ne ip$s s ibl^ 

Arjwadminrijg 

(^hijjaii# *|g6nd 

completed, but planned, so indicate. This section should show:) 

A. Authority 

(Describe agency, official with overall responsibility for EMS, 
and source of authority. ) 

B. Staff Structure 

(May be presented by chart or diagram. ) 
iC. Function Identification and Description 
(Relate to I. B. . above. ) 

igi= EMS Planning- Anea Identification 

i(Regionalization; Hospital Districts; EMS Districts; or other 

Itfiuvrfune ^ gr <EM§H^3|i^ffl|if?ln 

Ei. Advisory Groups 

((Date State Committee and ^ocal Council established; composi' 

itiSn;: ime^tmfspandi^jifl^ 
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:2^= !0QgatSafnapitgniS^ 

II. PLANNING INFORMATION 

A. igMsi^ilgUngflf "3§ta^^ ' ^Kip isi^hat i sjitggap^* 

t cugnente ^MShgapjagidit^, it§Kmeiudl:fsgg|ysti& 
^Kicl^s^, ^tHiigf iatldiimgdijgl^ 

i^|lJiiote?g1gg^ ^.if;.,. :StafidaLnd|. ^yangidog;idKgfig|s^, 
{^gspit^J^iandiigSigfi^^ 
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^8 bmmunifeati^rVs^ 
what isiith^ iriijltfro^^ 

% Eyaliiafio|i^ 

patient ®lSv\^Eat^ 

i^ides^^mpi^smi^of fth ipatifnt ^5SAA^pattepii$prwai^ 

4ndi§at§>))) 

^it ate^gr if egf naptog^!^ 

!sh§gMkcSntaini>i^^ 

^a^. ^g pjia tfiSjfi^ 

igv^ ©fnsitif Si 

ttSj^igitreMwafidlip 
ig,. Mgdig^ ifigns gnn^l? 

((§ggfgSs>, inugs^s^, JB^aiig^tdi^tgibM^ 

ifc, iHrf Ki^giaent ^gggjigiif ^ 





JERIC 




^\ ^iarmatic tggnditijSiy! 

c(i nflu^fi c:&s-ori^! gnotm r ^cagaBMLiti le s i ^ 

^e;. Ecxjnomiic aM 

jfiij:eas:gx§hy!actemsfic^ 

{(IridusreLaJigp^p^ ^5ypati^Driaa?d^ Eand^ 
I^elMedil|^aza^ds,, tet6.|fe 

^arVdHChargt^Si^slfo^^ 

III. EMS STANDARDS 

4e^^K^, iffiethgds^, ia|idlicgitlgi&>f§f 
<®SgafflzatfignMf 

;it atf ^^horihggiithf ^a^ 

ig^ ^mgulaflSesSgi^Ja^ 

<^^ffiuni£atr§fifi 
igV !H^pit^^ggMi^:|Si 
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1(1)55. 



^In^^ shpuldlb^^a^igenerM^ 4^ shpuWi cgnta^ ' ! 

*(Suivvrey^nestd 

Quercprile the i^pbljer^ ©fe6Blemswand^ 

4i§& ini sy c h t ^ imafm f r ^ aLS^\t OMfi^ ^th (§ ^pgjfgfiyf Si $ ollow^in^a^ 

ar.. Egurpnrent 
. iBi. ^efiagnn^l^jandr^g| ffiirl ^ 
igY iH$spit^pS6i4itt|s^ 

((©iJgusJanegdiwafidiipK^ 
lassQgiStioBi^, <§§mpSehefi|iverffl 

?Statff&fntigffSng^a 

iSicfrSnv 5Sli^^SK§^3Mbje^diM3 
4 dgRgg si:St an d and! 4mpl^rirent@ti§ni(^^ 



f o 






i?i Bnoa;di 



ibr^adlj^ achieve; S^or-example,. ith^-fgU^wing:fpr^ 
statement: 

;lia^e r^gW^aridhea^ lefficient 
andtacceptalS^ imediglO^js^r^i^es^ 
^he}^ire:ed^ithos?-ser^^ 

2^. «G!eriera3J 

SliTs sfioul^i^late^tg^ 

^gi$us iplanirsiiM}^ ^h^sj sh^uldH^^ 

ignQupedlb}^ subs^st^n^ iftai^ t e mpKarsisi s h QuIdBbi igi veni 
t@^f:iiubsystsffia^^^ 

^commuSij:a^i5fi3^ ^^gmii^^^%f\^^^^i^^, if mggg efig^^c^rve 
?sh§uWwa3^5^c§nsidlrT^ 

EMSiintlnllt ini^^ io£ ani^M^gMS|^ 

ffifresj iybsyftf 

ip ianm ng^, lOgf amzat^fi^, inifingglMenf ^ g|lMi5ngln^ 

ihgglthHcane^delij^ 

idl^^lSpgrenti^fStifi 

;ipf§ifi^ 

igu tput 4 1 e mi texpgcfr rtSvgghiigve - wft tnfiirt Brsnp ISn^. 4t>ifi 
;^&?nggu|stfQtttMt ;^pl^ip&f sfnt isgggilig^egjlQtiv^ 
§ame tOBdf rwg^^lrej^ rlf M| it^iithe^fgf fi Wiese 
!shG\^^}§j^^cXe^^y^ simp^ stltfdtiQggjeg^ 

^.i. :Sei^n4n^afie&ihQspitMs^^ 
^QQms;. iftfe^dingpfOiir 
iClim^^. ith^^^^LtH»i?VOdi^^ 
iciin j:g iift <^unt^^Ke fil^nio 

Shfs 1 w^plbl^gatego^ Efii|Sg|fl6^^©lp|gt^ 
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itp^?©®T :standard^ 

^whgnp^ wi t H 1 n nth ~- ^ -^-^ qu gjig = iiniife igjVea^ ii^tapprpxi^ 
ipefispnrreK^ 

45jP)istafe5^c:entifi^i^ wifhi 
at least i65* onofiilll^^ ipajSttinie ia^^ 

§jerwin^;rtKe^afi^ 

^^imj^rS^'\^e icpmm lifiKifig; (EMS^c entnaJf 

x]jeadquantef^SHt$3.gl^4rn^ ialP ^ehr^IeS;; 

tor gnad^B^at ifagh;wag§iicri§ss:^rft 
icapagifiitj^tg^^^ 

iftne^ ihi^^^@ 5fe^trarlgmita 
ineg^iS/f Hgapabiiitj^^o^ 

ineggiy e ^or itg^bf ihf agdiib^ 15 gntg^Kg&dguSnt ens 
i^an|mitH|jf>. ^UMizififirthf <tfiar^ 
rtKe EM§in^:^§gk tRfne w 

imunjggtigniiil vwfl^ linKaf e^itfc ggntE 
igffieggeSg^iilr^i^ff^ffi^^ 

§ I tngtl t^gbwspl^i^ 

tfrianife;, 

iB^p|Eami#b3f0i^^fi 

ignafnneffpnt rtg^^K 4i|tfaiibg^v 





icapgbMitj^that w^texi^fr^gft^r^Som 
dntffifsfr shQuldHbS ig&efi^^® 



mm 
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esjc f ipf ilojii of ^t^ 



_ ^ — 

^eachwspL&piJic Jt^^impggtant iniithi^;ip§r^i^i 

ip^n^^toiipfvesfnt sifflEoci ent ifflf Onmatigni o^^ r 

iniidiscuf^ingviygur and^sub^ 
:sy st^ms^. ispMifi^Q tdftails^ sHogWiibl ipnes^nt^ iLinkag es^ ar^ 
sy^syst;§msi iKoyW^ ithe ^spgjrfu^ objectives^^or 

!SHbiysti^itHouWtbJ^g^§g^ .a^dbffiSjof^mW^stgnfs^ 
idffinj|d t ^^it Rg^d 

iglafi^. stjjpsHshgu^ 

^afidhnSaxiffiUmii^^ ^lify :^iguldMbg^ rl§gtf^ 
^i3x^§yl^^i^§^$ian dJaygiMb^i . ^BRf^ isfiguldnbg: !nelat:gdfit5i 
ipm^grH^gl:: 

IJatgMeggRwf pfgif^ witR:: 

:2\. ^nifevaJuafiOn^ipr^ 
:3^wa.iv|Hd^^g:^|J§g^ 



feuijdMfifrfegf^^tgS^ At a irmffimu m^, 

diSSulis iffianggwef^^ imatfgiMl.,, ifg^fj^iaiSdi tim^ tggnjgm^ 
iplMgdi equipffif^ ipunghfsl§HOti|Eea^ 
j^MtifiSdLandl 4rsted^= 



5fii i£ll^i!lg:^datl^ {afiHefiditdatg^andua^ §5 

{^nUbgthi S^iafidi^, vwfifSf at rinnSt ;p§^ ofidigatg #hat 

fOpti^Bwa^savaMSbK 



mm 



^See examples pp. 0-17 & O-20J This should be updated annuMly. 

iEhil shOuOdi*^ ^M^tpr^j^ ct lef f oi^Siincludirig;^©© 
whene appUcabiei. 

igpmbin^ Ahe 
iimi^pos:e rs^tt)tsh§^^ 

?the vtotM SMS^systgn^ia^divwho^^ ^espynb les, (tRJM? ^t^^ 

mn. PROGRAM COMMITMENT SUMMARY 

4y:st eacHi|F^egs^ft^gg^ 

:agdbi^fng^the<ob(jg6 

responsible. (Relate to IV A2.) ^ 

iX. BUDGET SCHEDULE 

it 4^ii£equ:is:t|dirtMtrt^ 

texjgS&ditune^withw ^bgr ^neKl^l 

ie§uipniSnt4Mhc Thi|i^ihouldHb^ i 

ib^ :spigi£i5 ^objScfiS^i 

PwQAt^pgSi^ol^e^ ipgefriar&tfy^iafi^ 
iQutfeOf&ii. sHouTdlM^empMii^ 

©his.ima^or s egtTOfiii^ ttlle levMu^ ^^JiHrghlrgHt 
ith^ ipnggggmiif^^ 

Tinss sub^s eetiSn^ 

iprefMSiJlteepm^rium iR^|rvefie|= 
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:2V -Spegifip 

ShoS^e^as p e ct s ^ o^rt H e ,p fiogriami w toe hnc a fiube 

;3v EypAoafi^nr^ask :S(gjuencirig: 

4fr ^eachiipfiQ gnar^ it. ds.^imp5gtant it hat ithg tey ^^atrOT^rt as k 

^Spec if ic as Ite ipla|iiied^ 
iduginigrth^ipnggram^ ShiSi subss:|gtipni:s 
^siif fiSiSiit td et aiS^ite 



Ig^afeiR^ui^f men^i 

flfttitjii^iinia^gr sf S^iWthSi:? ^guaiitfitatiyesaii^ 
ipn6fgainiiOB3f£g^ 

ithfsappiigpgigtlHgbjg^ l0issU§si statufwaj^ 

ifgtLMitj^ iff ian^. 

la^. I©a1a^i<ll5iil£fl^ 



Mti^idataiUsg^K ipu^^Si. aff^WllSw/igg]^^^ 
EMSSInYlntogp^al^ 

Igv iSataS^^^ 

((^Riei^^ion^, stSn^ff^^if^irgy^, iandkgii^t|uMti§ifc^ 
!|^. igatl^^oUJcCgnifill^^ 
^hisi :s eStignif s h§y 

imetiiSdswa^^Sfflagl^ ®ata 
iSm5^ib]e Mfigy^elJagj^^ igiategrMs^, 
iggmpg^ffits^, Ui|Mwag§:f0f ffmli^aMi igplgaf ing 
jpEgSgdUfigl^, iffigfikggfnf fit fsystiml^, iattitud^i:afidii6§|ts^, 

iplSfiii ipSes$n tred 
i^mgrtogeth^r itlif :sp^ sgt fO&jpiiSjfgt ^agiSB]^!^^ 
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^plan may yieWyaMdata^iSft wfru?H^^QaMbje >ne^ 
objectives. At O^st f our ibn^di^pjfep 

tion plans suggest themselves. Thef^-iftay *Ue others. T-he 
if pur sgeSifiS 

©uring the conduct of a program, it may be possible to 

:Stud}^he ieff^cts^io^ 
fS^leetM^^nreasun 

effectiveness. Such a data collection plan, where the 
effects of varying certain factors can be measured, will 
be referred to as an experimental plan. A given pro- 
gram may call for several experiments. 

Jn order to obtain attitudinal, behavioral, and demo- 
graphic information from persons affected by the pro- 
grams, it may be necessary to design a sample survey 
which will jdeld the necessary information on which to 
evaluate objectives or to characterize the "people" 
populations of interest. A program may call for several 
sample surveys. 

c. In many cases, existing, or slightly modified, data 
collection systems maybe used to provide needed base- 
line information, as well as to monitor selected variables 
as system changes occur. Sources for these data records, 
as well as specifics of the data forms and collection • 
procedures, should be detailed. Numerous such data 
collection systems will be appropriate for each person. 

idl Frequently, it is possible to conduct basis "paper studies" 
' which will yield specific output useful in evaluating pro- 
gram objectives. Examples would be establishing the 

^effMt 

ihSrdwiae igeMSfin^ of simulation 

models to evaluate alternative system and operational 
concepts. Numerous such analyses will probably be 
appropriate for each program. 

ffe. Data -handling and Analysis 

3;. Mmhods Employed 

This section should indicate methods which will be 
^employed in analyzing the collectgd*dgta, It is not 

#-12 
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duriesJbe ipnesentedfc^ ffia^iBe;. it v^uiaiBe^ 

iHrgKl^td^sii^^ ^SMdatja analysis tpr^e^ it miy^ 
sugg^t aiterSiaiK^e^^ 
iKoweviefi,, imp^egatme that an^^ 

icTear3j^ :S t a tidl tfOr xfag Sgjf cfi^f ^ a ndi its -as 1 ogiat edi 
irriea:sunes^ 



^ iCafvef ur disf irjjc^^ 

^mentaSDiirr^hQds^^ ffrtithe^nsjig^^^ lestimatfl^ 

^Gp^c^e^<cY]B^^i^r^s1^ Sw^ssgciatjegi ^Aat Hwani EMSMprv6grla:mi 
icafiiib made^erth^ ^cpU^Mfdl sa^mplS 

utfonrhatignMO^ ^ecgrtdsv ferthf JsJgSndl 

ef|]e>, ^tfre dntEOdugtwnm^ 
liiiayibfufi^^bg 

It irsirfffipogtafit,. teith^rTtgnggfiffigt^ 

gKarif i J, ?or^ ito^detgS niirr ef t Hf f waj spMHa^M^ dff i|5id^ 
3^ffli^^cK§iiff^lKa;§ fihif iisf gti§nush§^ 

liugKii ght ^K§3^ 

latingsliieNacifl^ ®^aW^^ 
:|tat^s^^^ffifth§ds^, ^iMJ^disifiagll^, 4Siin§t:n;^g§|a^ 

6nofg|mt<§5fi§t^affi 

tfagtggsnmrfHt^^ 45^1^991^??^^ 
;attlntffinumust fcfMdtgegf idiitg^gsnside 

t^iStKf ipr^ggg^m^ ifggngmtg^, /andiffgciM? 

dlmitatiQnJ^. ^Hf 4|ft^ji 4fl"^3^ipS§M^ 

^til511^4'$ri§mya:fe ^ij^iCkm&e^Q^^ef}^!^^ 
^ggnsi^lrvedlfdumn^^ ^^tgn naJ^ , tixgs 

igfngirsitfagfgfii^^ ifjie ttliof f wK^htanfJ 

iBut ^lu^HuffiayiliHyf ncf Examplef >tl€r^ 

tffiiJKtibjg^tH^Kdrg ma t^ 

rt5iari3g§ntati^t iuBs^ i§r a^^nirlfxgggt^ 

^indf p egdfnt^ ffpnt Ib^ ^a^ citi zf R^'ignQU p«t5 mpn§^^^ EM§; 
^botfiifSfi wKiShwanetQut^i^g^o^ p5 

itbg jp£6g£a:mv TORgRgiappa^ent causje 4 

iRB§fMI&^*fvyAiafl'^^^ 
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©i. Ev^aia^aiiiQf ithe^ ©fee t i6f ^thg=:S5^§t^m^#nut^^ patient 



this type of evaluatidm In^ithosS^tHat do, the co.nmefits made 
in Section A above should' apply. In those that do not, indicate 
f|u^KwagditCprSn« con Jhovi^the^quali^cof ^vMb:|:.as s^s § ed^. 
Evidence of lifesaving, injury reduction, improved response 

^andkcost ief fM^eSgM 



XI. APPENDICESi 

Appendices of supporting informatibh not covered in tffis pk^^ 
be included. It is requested that one appendix be supplied, including 
a map of the State, regional or program area of such a scale that 
major medical facilities, communication centers, etc, , can be 
denoted for display purposes. Also include: 

<§gfa^izafi^iitabii^ 
^Mmrif^aEfiJi 
Vehicle Specifications 

^^::^M^tJ^em^0^^W^^^^ _ _ . . _ 

Communications Plan (see Table of Contents and Appendix P) 

NOTE: Other appendices may be added in the form of charts, 
' data, etc. , which aid in presenting information pursuant 

to this plan. Number the pages of each appendix sepa- 
rately and precede each page number with appendix 
letter identifier; i. e. , A-16 for Appendix A page 16, 
Make references to the appendices in the plan in the 
same manner; i. e. , (B-12) for reference to Appendix B 
page 12. 

SPECIAL NOT E: When using this outline for a project plan substitute the 
.word project for the word program whenever it appears 
except for instruction paragraphs under I page 1 and 
XI page 11. If this outline should also be used in 
developing regional or area plans, appropriate word 
substitution should also be made as above. 
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}folloSv:s:: 



Jb;. ^ne^tHe^cOMfii^ iStat@i*?' 
idi. ^Re/ it Hlfflm iga^uBaM^' 



em% 



iHaye^grgSrtiti^s^^ Miiat^gmtfpia^ 

la^. 5iavi<tIfeiiV|M^ 

^gnflfiSdffi' 
lb;. iHa^^tfi^ flSfeafilinesgu^ 
tcx. iiia^grtlietfS^atl 

if;. iH^g^tKfeffianpg^ef 
% il|ijitth|^f g^gni ,.fi^ 

M) ]bj^oiv§a.ni^gtTOt^ 

:2)) Ibj^pjfis^i 

iganu§ati:|^fi@]&d^ 
iHa"s^|^sgMdul^liib^ 




c. Does the cost plan allow for a "fudge factor?" (Inflation) 

i&i. /k^e^v^cie^ dnt$*tH|ig^i# 

:ai.. 4sf itlVenev^ .m ethM»^6Mf edbajcit^^ 

intoHthe^p^iW?' 
ifc. 4|ithere4 imftho^ 
Ci. fiiitMM^i^ niftK§^^ 

iHg^KtHeHe^^^gati^ 

i&r. 4ffftlver^sa^imafii:geffi|nt#@^ 
ife. Sl^ithlfieiaiitMl^^ 

iHavil ttlll lactm 

li^. ^KigHiimuiPipEgg^^ _ 
Jfc. ^^i^Kwrnapblg^dg^ 

^^rggicj ong ^ _ 
igi. ignifgaffiw§rfcj|6h|du^ 

#||§ugglMayaite 

:a^. #ofnrri§fi^ 
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i 

^ ^ugusf ^ -ggptembLer dJ9^f 

-i- r.- Speeifi^ati$ns for amb^ 

iBid. y 

... ... ... ^ana:gerxiffit st^^ 

. . ^mpor\ar^ihfea^u^^ 91, 

i . i. .i. ... gii§asMwanBi;a;gEee 

it^Wfr Iggati^s^^Sata 

V. ^ ^. ... .. .V. EiBs^^^grreiatiah^ 

.V. .v^ ^. v. ... ^§§ngiHBf nM^^ffi^ 

v ... -i, -i- Eg^uatt^ ofi^prf Hf^fti^ 
.V. .. ... v. ^ i ^g>jS^giop^dat^ifatR 

.V .V .V. ... iSlgnmtfijf ntigfiify 

.V. .^^ igegffiipubi^ ififoS^^ 

.i .^^ ... .i. r.-. ipeli^ef^S^f iSmgyKg^ 

... ... .V * S^mo&e5nuitaH§ntifgr 

. .i. ... ... :luryf 5^i§pipS||lnt :|^^ 

... .i. <B!eginHCjori^^ 
.y. V. ^niigfgnmtmj^ 

.i. ... ... r.. .i. i06ffipl^fMgfiggti^^ipf 

.JaSuag^SfS^i 

^. .i. .. .V ... .* t^pmpletioni o&4Mtf^^ 



=•= -•= =•= =•- 



flPiac:0 ipuMi^ linf onffiSti^n f ^ e dug^tigfi^ ipfiogfiamsi 

#ccegt ^an^idf liSrerp #1 
... . ... ... . r..- i^mggte^in^tMl^^ 

.V -i= .i- ir. i|j|^ny§um^e^M5f eMS^^u^ 
... ... ... ... 4niSate^c®^a;§^ 

-i- .i. ... -i- fl|:e|inuinstMM?SnMpff 
i -.^ .V 4iefic6ntr|5tSi^ofi 

r.-. ... ... ... ... ... gBmpl^tl^g^ttnucfi^ 

.i. .i. ^ ... .i. .y. ^Qgcf :?^^eHi:glfii^^ 

.i. .i. .i. HfaagufStesiiiM^^^ 

SlfinUinJtaflMf i6fii 

March 1973 

. y. <@§ffiplltl#ig6viti§^ 
.V .V. .i. .i. injSi§3uclsgggisi^4n^ 

April 1973 . 

.V. ^ .V. ^g@ffipllti^^n|tMliS§n^ 
... .y. jmtiatf ipglf iglSgf e-s 

May 1973 • 

.V. ... ... .i. tlommumMti^fis^ syiti^ 

.i. .i. .i. :|ystgaifa^t§piggr^^ 
June 1973 

.i. .i. .i. .y. ifefpigi $i®|t:K|af fg 




-.i-. ... ... <gofnpleteHins1:jflla 

-9- , 

December 1973 

. JaSuagp S i5§5 emfeer 

.i. .i. .i. (^gnfmmn^isjgiw^ 



m 
.m 
t) 
m 
m 

:W: 
U 

•CO) 

O 

il— 1-^ 

H 

S: 
H 

ii 
m 

m 

1®. 




O-20 




ERIC 




GUIDELINES FOR DEVELOPING AN EMS 



^Mfl?ib:eMprepareawa:ndb 





lE^^GENSy MEDICAL SERVICE ADVISQRy ^ 

tORGANIZATiON AND PROCEDURE: 
^RTICLEa 

The name of this advisory group is the Emergency Medical Service 

ARTICLE II 

The Emergency Medical Service Advisory^ — shall have the 

4?,. >Sui5^^iiiSefifMc5^>ffieQ^^ 
visitors to the State. 

2. Make recommendations regarding hospital emergency departments, 
ambulance services, training programs, facilities and communica- 
tions systems and related ^fiflMionj. 

3^ Serve in an advisory role to the State Department of Ilealth in its 
Emergency Medical Services Program, 

4. Review and comment on major federal fund requests for improve-? 
ment of emergency medical service capabilities. 

5. Serve as a catalyst to effect cooperative arrangements for improv- 
ing and best utilizing emergency medical resources in 

((This should Include promoting and guiding the development of emer- 
fgency medical service projects designed to meet identified needs on^ 

the local or area leygl^^ 

**Wefifi^ib3^name of State, County, City, etc. 

Q-1 



mm 



'Sfer^dxife Slam. 



Me rn&ei^Sitof^t h ei. 



^Kegorgmjgffdatiof^ 
necipmnfehdati 



raiid^itheni necommendatijo^ 



<Govie6fi6&. 



e siz gMDf ^tfig Emggggn 
€6r ithe 'Stat e <Ofi=^= en^ 



S^lmblfif^ ^UMBig 4pppifftgdKfQr ^hre^tf finf§ 

w^U«gf istaf g gfti^^ 

iBLefiS^fxpifve^ 



^R§Napp6mtM5m 



imaj^iiriiithgif ^a^ 



serigg^, tdesygngt^^asltS 



:§UgHidllrffia^nv 

<§haiRfflani?fpr\a^ iglt$gfiatg^ 
:SO^d^ r|rigtl3^jshg}^ 
the. 



Article iv 



itgrfii i jugular MfeflngB^ 
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Spgcia^ime^flngs^^of th^ — — - ma:^Ke^csflJe^aB^ 

^^^^ fl§fEsHQf itRfir idg^ 

#iliffipll:)ffiagogrt5^iOP^g^ iofiwa^ iffiStter 

:Mai^, itgrephofigMpg itlJJg^ 

— — - mregt^nifiinnn ^v(aB.WB:§^^m;^^ 
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ige iffiemlgffiswandii^ 
atei&:2: Wm:e^of EKctioff . - ^ 

Item 3 Term of Office 



^n^t0t^fi^:|l®^ 

IRaveib^eniigrgSt^ t^ficiegft^ffia^isu^ 
fsSKesi^®itws*tlSffi§5. 



Vacancies in office may be filled by a majority vote of members 

ipnes ent? igt^f afiy^fief ^ '©Bigfgsi^lgi 




(Etemi^5i tSBaitrniani 



^he-<@tteirm[aniiShgi^ip^ 

iHlr^fR^l^agpgirit it iJf ^§gmmittli^an^ 



itSn^tBi ^i£gK@hainmani 



IfiiitHi-abiM^l t6ff^tiie<@haigman3, ^Sr iRiB^^ iM giffityit^aagt^ vthf^^f 
igh^ygffilfii shgHJigff^ WOyfriiisgi 

lactiftfilKf f shMV^S'^liM^ ^ 
fS^igfignsiiUggni^ qBHf-^MS§<^Rairaxan^ 

iggf^0nnpiia6h4Oth^ 






The following Task Forces shall be established to study matter Si 
withini^thf ir ides ^offfspf 

:studies referred to them by the . and to report their 

^fifidings>. ^ofeth^r withysii^ 
^fr§mnfhieir^?stu 

a»w ^mbylgnce^aBdi^^ 

Emer?genc^SMMiS®^§l^^ 

4. Mospitap^ffigfigfngyiES^ 

#tera# $1 iW^Sa^sk (E§^^ii 

iJlM^Tlsfe ®§Egg3itganiibg^^apgQi 

itfrnKSi ^gggiBfmefitsit^ffi^ fflSSg:! :Mfmgf Sfi 

%^ Thexl hair Snian^igf leaghi Sagk ^rcg-s haflu bSr^apgigt^ 
^^^^^ hayfif fian iiaadifshgM 
inremb:eR§hip^ 

3^. Thferi-sh^ibg in^^ 

iSife fshMflJ'bf ^dgfiSffi^ 4ni 
..^r.ai,ifof.'rMn ixn'fh fh^ Chairman, based on the 

Task ®orSgg^^iprQipig^5f| 

specialized knowledge. The size of the Task Force may be 
changed from time to time to reflect changing needs. 



;3i= The selection and appointment of the 



.members 



to the Task Forces shall be made by the Chairman of thg 

after consultation with the Chairman of. the 

Task Force. 
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^ajijdhdesirgnate^their^ 

_ . _ ' * 

fft^mi^ iiSui^ielinessifi)r ^a^ic ©one e^@r^gani:sata^ 

-2i Sb^^^slf 4noS§:gima|^^ofi^ syc 

:Su^5 g iipiipiinve nib e ^s^inj^edin ot tb |^ m e mb ervsi o£ it frei 

ifiia^i&eNagkfdW^ 

andtrtitfij tub^fg^ ^angitg^pno^^rd e^staf P er^ocgs^. 



ARTICLE VII 

^gfa^idl^ Emergen Cj^Mgdi^^Slp^^i^ 

JJf ffii % W^^ --^ h|i^tefiS@upa;ggitii§^ ^g||^ia e 

EnreggeftSj^ Ml^^c a3fiS^r^r^^ of i§om mi tt dni 

igagHi^iveawifli^§o 

it imi ^K|Hg5UffgUJiiKiilJ ieoS|idiMtl^§wag{i^^f 

^iSiggAyixi^<§ OUfig^ input Jfi^omi tire^^fi|^ 

wi^g^li^yncWJi agd^ agH^swandl 
aotiMtrfl^ of itli^^St^ ^mf ^gf ng^ Mfdi&^S^rM^I^ Ad^^§gJ^ 

^KHyE: MlE 
Eag^lar&Mtlgj^ ^xithSnitj^ 

iness. aofegrvdiri^tS^ lexggpt ^hefie 




ipi^ edUnaJ nuilsi gi^^b^ .ad optf dlB^ i| rt wp ~t imidsi{0|^®>^rfi^ imjm^ 

^fiittemnoi^&e off it^ 

iN®^:: ^i^i^daeyfrre^ 

igi^)upswat aMd^ itiffiaj^igfnii^^SfOr 





" NHTSA/ eMs^ 5'RmrTii& i^RSis^ 




in the NHTSA/EMS Training Program. 

m CERTIFICATES 

Th|:<Clei^3^at^ ^and^atsi 
jjsu^tt^j^l^ipgrsj^g^^^ ^otier^g^ 

Sr ainin § firgfSiife. ffihf^cJg^iMte|i|^ 

afer imgunfift^ 3jiwaii| ta na a r di ipigtufigrfriaffi ^^^^^i^^^i^^^§^ 
^^agiaMfor aSn aMR&Sjatf^ 
ifSxaigrngi^ :§pa5e3:s^ ^l S«§vgia^^ 

III. USE 

It ^ji^MSSmriiengggii tt^^ a£| siib^^rnf^g^aWiJablg 

ithi^igiSlgfiSlv TRfwgl^i^Mt^'^mlpB^ 
^EgSiHg^^gSa^, fcjf irt. ^ifl^agef ;S§r^cgmp3§g^^ 

iB^^NHffiSiA^icaigflap 
igndtappefidix.. 

B. jElit5iStr6ft§i 

3ihfrv|^|ft§<S:^taifti fllg^arvdljg^i^iimpli^t^^ 

fe. ^ghg^^rfifiMtf -^dM ai§fg|:|^roli tf^ 

>Suchunole5, iij^an^>. if f|gn§peSl^th&-nesg§M 
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- U $. OtpMlffltftl of Tramporlttibn^ 
=N4i>ortat H.{)h*«y Traffic SiUi^f Mmnnnuixtotx 

CERTIFICATE OF 
COMPLETION 



EMERGENCY MEDICAL 
SERVICES PROGRAM 

ithisiisitoic:ertify^thg= 



ito! 5uaegfffl y=com p{eted :tfe ^ _ ^ GQURSSFORi 

EMERGENCY MEDICAL TECHNICIAN 



i In t^t[mony=wHefeof; 
ithis:Ce" rtir)cate :ls- 
i^en oh flie= 

nfi 
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SIGNATURES! 

fSifnatune^isfiSuiare^ 

(tiifnlgnj. gShfeiNHTS^iRggS S a^ 

:Statg§iirM5^^iil§£^t§^ 

itpainingffo irggntaifiiith(|:f|lall|y^^ 



tCoun|§). wheniiguBTisR 

-2^ EachvStsrt^ i^iiriequ^ste 

^ohi.anwannuaiiilJa:s^ theinumberwandtaj^^ia 

^ ffifeStateswandi^^f^ 
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